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the  treatment,  detec- 
tion and  prevention 
of  cancer. 

In  1986  alone,  the 
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700  projects  con- 
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Which  is  why,  this 
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treated  for  the 
disease. 
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help  keep  it  that  way. 
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¿Nuestra  Portada 


Nuestra  portada  se  engalana  con  la  presentación  del  nuevo  sello  de  la 
Asociación  Médica  de  Puerto  Rico.  Nuestro  sello  ha  sido  revisado  para 
incorporar  cambios  evolucionarios  en  el  mismo.  El  nuevo  sello  man- 
tiene los  elementos  del  sello  anterior,  siguiendo  las  directrices  del  Regla- 
mento de  la  Asociación  Médica.  El  mismo  consiste  de  la  figura  de  Escu- 
lapio dentro  de  dos  circuios  concéntricos,  con  la  inscripción  ASOCIA- 
CION MEDICA  DE  PUERTO  RICO.  Sobre  la  figura  de  Esculapio 
lleva  la  inscripción  1902.  Los  dos  circuios  concéntricos  llevan  las  ramas 
de  olivo,  atadas  con  una  cinta  dorada. 

El  nuevo  sello  de  la  Asociación  Médica  resalta  la  figura  de  Esculapio, 
resultando  en  una  mejor  definición  de  impresión  que  el  sello  anterior. 
Esto  refleja  el  fortalecimiento  de  la  Asociación  Médica  de  Puerto  Rico, 
que  se  encamina  a una  nueva  etapa  de  la  medicina  en  nuestra  isla. 

El  nuevo  sello  comenzará  a ser  usado  en  todo  material  impreso,  a 
medida  que  se  agoten  las  existencias  actuales  de  materiales. 
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A mammoOTam  is  a safe,  low-dose  X-ray  that  can  detect  treast  cancer 
before  there’s  a lump.  In  other  words,  it  could  save  your  life  and  your  breast. 

If  you’re  a woman  over  35,  be  sure  to  schedule  a mammogram. 

Unless  you’re  still  not  convinced  of  its  importance. 

In  which  case,  you  need  more  than  just 
your  breast  examined. 


Find  the  time.  Have  a mammogram. 
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Give  yourself  the  chance  of  a lifetime. 


VERELAN:  Engineered  for  convenience 


RCLIABLE  ABSORPTION 
WITH  OR  WITHOUT  FOOD 

• Patient  lifestyles  often  make  it  impractical  for  regular  closing  with  full  meals 

• Patients  may  not  be  able  to  take  traditional  SR  verapamil*  on  a full  stomach  as 
recommended^ 

• Controlled-absorption  VERELAN  can  be  taken  with  or  without  food,  thus 
eliminating  the  variation  in  peak  levels  observed  with  traditional  SR  verapamil* 
therapy  if  taken  on  an  empty  stomach^  ^ 

Smoother  vereipamil  blood  levels  over 
24  hours  without  food 

Plasma  levels  ng/mL  Plasma  levels  ng/mi 


160 160 


• Constipation,  which  can  be  easily  managed  in  most  patients,  is  the  most 
frequently  reported  side  effect  of  verapamil 


VERELAN  is  contraindicated  in  severe  left  ventricular  dysfunction,  hypotension,  or  cardiogenic  shock,  and 
sick  sinus  syndrome  or  second-  or  third-degree  AV  block. 

Please  see  brief  summary  of  Prescribing  Information  on  next  page. 


ONCÍADAY 


PELLET  PILLED  CAPSULES 

Verapamil  HChrsrs 

Verapamil  without  the  food  variable 


New  absorption  profile 
Advanced  convenience 
Advanced  dosing  simplicity 


The  usual  dose  is  240  mg  once  daily.  If  adequate  response 
is  not  obtained,  the  dose  may  be  titrated  up  to  360  mg  or  480  mg 
once  daily.  VERELAN  120  mg  is  available  for  patients  requiring 
lower  dose  verapamil  therapy. 


References:  1.  Pharmaceutical  Data  Services,  Alpha  Data  Services,  December,  1989 

2.  Physicians' Desk  Reference  (PDR^).  44lh  ed.  Oradell,  NJ;  Medicol  Economics  Co  Inc;  1990;  1117-1119 
(Isoptin  SR):2053-2056  (Colon  SR>  3.  Data  on  file,  Lederle  Laboratories,  Pearl  River,  NY 
4.  Bottini  PB.  Carr  AA.  Rhoades  RE,  Prlsoht  LM,  O’Brien  DE  Dose  response  of  a new  once  dally  verapamil 
capsule  confirmed  by  ambulatory  blood  pressure  monitoring.  Presented  at  the  Fifth  Scientific  Meeting  of  the 
American  Society  ol  Hypertension;  May  17-21, 1990;  New  York,  NY.  Abstroct. 


Brief  Summary 
VEREUN«  Verapamil  HCI 
Sustained-Release  Pellet-Filled  Copsules 

For  complete  Prescribing  Intormolion,  consult  package  insert 

CLINICAL  PHARMACOLOGY:  Food  does  not  affect  the  extent  or  rote  of  the  controlled  absorption  ol  verapamil 
from  the  VERELAN  capsule 

Atrioventricular  block  con  occur  in  patients  without  preexisting  condition  detects  (see  WARNINGS) 

Acceleration  of  ventricular  rate  ond/or  ventricular  fibrillation  has  been  reported  in  patients  with  atrial 
flutter  or  atrial  fibrillation  and  o coexisting  accessory  AV  pathway  following  odministrotlon  of  verapamil  (see 

WARNINGS) 

In  potients  with  hepatic  insufficiency,  metabolism  is  delayed  ond  elimination  half-life  prolonged  up  to  14 
to  16  hours  (see  PRECAUTIONS),  the  volume  of  distribution  is  increased,  and  plasma  clearance  reduced  to 
obout  30%  of  normal 

CONTRAINDICATIONS:  Severe  LV  dysfunction  (see  WARNINGS),  hypotension  (systolic  pressure  <90 
mmHg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  Is  present),  second-  or  third-degree  AV 
block  (It  no  pacemaker  is  present),  atrial  flutter/fibrillotion  with  an  accessory  bypass  tract  (eg,  WPW  or  LGL 
syndromes),  (see  WARNINGS),  hypersensitivity  to  verapamil 

WARNINGS:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection  traction 
<30%)  or  moderate-to-severe  symptoms  of  cardiac  failure  and  in  patients  with  any  degree  of  ventricular 
dysfunction  it  they  ore  receiving  o beta  blocker  Control  milder  heart  failure  with  optimum  digitalization 
and/or  diuretics  before  VERELAN  is  used.  Veropamil  may  occasionally  produce  hypotension  Elevations  of 
liver  enzymes  have  been  reported 

Several  coses  ol  hepatocellular  Injury  have  been  demonstrated  to  be  produced  by  verapamil  Periodic 
monitoring  of  liver  function  in  patients  on  verapamil  is  prudent  Some  patients  with  paroxysmal  and/or 
chronic  otrlol  flutter/fibrillotion  and  an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have 
developed  an  increased  antegrade  conduction  across  the  accessory  pathway  bypassing  the  AV  node, 
producing  o very  rapid  ventricular  response  or  ventricular  fibrillation  after  receiving  IV  verapamil  (or 
digitalis).  Because  ot  this  risk,  oral  verapamil  is  controindicoted  in  such  patients.  AV  block  may  occur 
(second-  and  third-degree,  0.8%).  Development  ot  marked  first-degree  block  or  progression  to  second-  or 
third-degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  Sinus  bradycardia,  second-degree  AV  block,  sinus  orrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were  treated 
with  veropamil 

PRECAUTIONS:  Verapamil  should  be  given  cautiously  to  potients  with  impaired  hepatic  function  (in  severe 
dysfunction  use  obout  30%  of  the  normal  dose)  or  impaired  renol  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  intervol  or  other  signs  of  overdosoge  Verapamil  may 
decrease  neuromusculor  transmission  in  patients  with  Duchenne's  muscular  dystrophy  ond  may  prolong 
recovery  from  the  neuromuscular  blocking  agent  vecuronium  It  may  be  necessary  to  decrease  verapamil 
dosage  in  patients  with  ottenuated  neuromuscular  transmission.  Combined  therapy  with  beto-adrenergic 
blockers  and  veropamil  may  result  in  odditive  negative  effects  on  heart  rote,  atrioventricular  conduction 
ond/or  cordioc  contractility,  there  hove  been  reports  of  excessive  bradycardia  ond  AV  block,  including 
complete  heart  block.  The  risks  of  such  combined  therapy  may  outweigh  the  benefits  The  combination 
should  be  used  only  with  caution  and  close  monitoring.  Decreased  metoprolol  clearance  moy  occur  with 
combined  use  Chronic  verapamil  treolment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 


first  week  of  therapy,  which  con  result  in  digitalis  toxicity  In  patients  with  hepatic  cirrhosis,  veropomil  may 
reduce  total  body  clearance  and  extrarenal  clearance  of  digitoxin.  The  digoxin  dose  should  be  reduced  when 
veropamil  is  given,  ond  the  patient  carefully  monitored  Verapamil  will  usually  hove  an  additive  effect  in 
patients  receiving  blood-pressure-lowering  agents  DIsopyramide  should  not  be  given  within  48  hours 
before  or  24  hours  otter  verapamil  administration  Concomitant  use  of  flecoinide  and  veropamil  may  hove 
additive  effects  on  myocardial  contractility  AV  conduction,  and  repolarization  Combined  veropamil  and 
quinidine  therapy  In  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant 
hypotension  may  result  Veropamil  has  been  given  concomitontly  with  short-  and  long-acting  nitrotes 
without  any  undesirable  drug  Interactions.  Interaction  between  cimetidine  and  chronically  administered 
veropamil  has  not  been  studied  In  healthy  volunteers,  clearance  ot  veropamil  was  reduced  or  unchanged. 
Concomitant  use  ot  lithium  and  verapomll  may  result  In  a lowering  of  serum  lithium  levels  or  increased 
sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be  monitored  carefully 

Veropamil  may  increase  carbamazepine  concentrations  during  combined  use  Rifampin  may  reduce 
verapamil  bioavallobility  Phenobarbital  may  increase  verapamil  clearance.  Veropamil  may  increase  serum 
levels  ot  cyclosporin.  Concomitant  use  ot  inhalation  anesthetics  and  calcium  antagonists  needs  careful 
titration  to  ovoid  excessive  cardiovascular  depression  Veropamil  may  potentiate  the  activity  of 
neuromuscular  blocking  agents  (curare-like  and  depolarizing),  dosage  reduction  moy  be  required. 
Adequate  animal  carcinogenicity  studies  have  not  been  performed  One  study  In  rots  did  not  suggest  o 
tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames  test  Pragnancy  Category  C:  There  are 
no  adequate  and  well-controlled  studies  in  pregnant  women  This  drug  should  be  used  during  pregnancy, 
labor,  and  delivery  only  if  clearly  needed  Verapamil  Is  excreted  in  breast  milk;  therefore,  nursing  should  be 
discontinued  during  verapamil  use  Safety  ond  etticocy  of  veropamil  in  children  below  the  age  ol  18  years 
have  not  been  established 

ADVERSE  REACTIONS:  In  clinicol  trials  with  285  hypertensive  patients  on  VERELAN  verapamil  HCL 
sustained-release  pellel-fílled  capsules  lor  more  than  1 week,  the  following  adverse  reactions  were 
reported:  constipation  (74%),  headache  (5.3%),  dizziness  (4  2%),  lethargy  (3  2%);  dyspepsia  (2  5%), 
rash  (14%),  ankle  edemo  (14%),  sleep  disturbance  (1,4%);  myalgia  (11%).  In  clinical  trials  ot  other 
formulations  ot  verapamil  HCI  (N  = 4,954),  the  following  reactions  hove  occurred  at  rotes  greater  than 
10%  constipation  (73%),  dizziness  (3  3%);  nausea  (27%),  hypotension  (2  5%),  edema  (19%), 
headoche  (2  2%);  rosh  (1  2%);  CHF/pulmonary  edema  (18%);  fatigue  (17%);  brodycardia 
(HR<50/min)  (14%);  AV  block-total  1 ”,  2°,  3°  (12%),  2°  and  3”  (08%);  flushing  (06%),  elevated  liver 
enzymes  (see  WARNINGS) 

The  following  reactions,  reported  in  10%  or  less  ol  potients,  occurred  under  conditions  (open  trials, 
marketing  experience)  where  o cousol  relationship  is  uncertain, 

Cardlovoscular:  ongina  pectoris,  atrioventricular  dissociation,  chest  pain,  claudication,  myocardlol 
infarction,  palpitations,  purpura  (vasculitis),  syncope  Digestive  System:  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia  Hemic  and  Lymphatic:  ecchymosis  or  bruising  Nervous 
System:  cerebrovascular  accident,  confusion,  equilibrium  disorders,  insomnia,  muscle  cramps, 
paresthesia,  psychotic  symptoms,  shakiness,  somnolence.  Respiratory:  dyspnea.  Skin:  arthralgia  and 
rash,  exanthemo,  hoir  loss,  hyperkeratosis,  maculae,  sweating,  urticaria,  Stevens-Johnson  syndrome, 
erythema  multiforme  Special  Senses:  blurred  vision.  Urogenital:  gynecomastia,  impotence,  increased 
urination,  spotty  menstruation  moo-. 
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ESTUDIOS  CLINICOS 


Perfil  Biosicosocíal  de  los  Delincuentes  Juveniles 
Referidos  a una  Clínica  de  Salud  Mental 

Ingrid  Alicea,  MD  Lourdes  Barreras,  MD  Luz  N.  Colón  de  Martí,  MD 


Delincuente  es  un  término  legal  más  que  un  diagnós- 
tico. En  los  E.U.,  por  ejemplo,  se  refiere  a aquel 
niño  o adolescente  que  haya  sido  encontrado  culpable 
por  una  corte  juvenil  o familiar  de  cometer  un  acto  delic- 
tivo.' En  P.R.  tiene  la  misma  implicación  legal  y se  le 
llama  “falta”  a hechos  cometidos  por  un  menor,  que  de 
cometerlos  un  adulto  constituirían  un  delito  definido  y 
penalizado  por  la  ley.^ 

Son  muchos  los  estudios  realizados  sobre  el  tema  de  la 
delincuencia  juvenil  en  los  Estados  Unidos.  En  la 
mayoría  se  encuentra  que  la  delincuencia  juvenil  tiene 
componentes  multifactoriales  y no  se  limita  a problemas 
sociales.  Ha  sido  bien  documentado  el  hecho  de  que  la 
delincuencia  juvenil  representa  una  forma  de  conducta 
maladaptativa  del  adolescente  proveniente  de  una  com- 
plejidad de  problemas  socio-económicos,  sicológicos, 
médicos,  neurológicos  y emocionales,  así  como  proble- 
mas del  aprendizaje.  Entre  los  estudios  realizados  uno  de 
los  más  completos  es  el  de  Dorothy  Lewis  hecho  durante 
los  años  1976-1979. 

Ella  encontró  multiplicidad  de  factores  asociados  a la 
delincuencia  juvenil.  Lewis  encontró  una  fuerte  asocia- 
ción entre  la  criminalidad  paternal  y serios  problemas 
médicos  en  los  niños  delincuentes.  Encontró  que  los 
niños  delincuentes  cuyos  padres  eran  criminales  sufrían 
más  desde  el  punto  de  vista  médico  que  aquellos  de 
madres  criminales.  También  encontró  que  muchos 
padres  con  expedientes  criminales  tenían  historial  de 
haber  golpeado  severamente  y en  muchos  casos  tortu- 
rando a sus  hijos  causándoles  daños  al  Sistema  Nervioso 
Central.^ 

La  delincuencia  juvenil  también  ha  sido  asociada  a 
familias  desintegradas  donde  está  ausente  la  figura 
paterna  sobretodo  en  las  primeras  etapas  del  desarrollo 
del  joven."* 

Los  resultados  de  otros  de  sus  estudios  sugieren  que  los 
niños  delincuentes  tienen  más  contactos  con  hospitales, 
más  accidentes  y golpes  a través  de  toda  su  niñez  que  los 
niños  que  no  son  delincuentes.^ 


Departamento  de  Psiquiatría,  Universidad  de  Puerto  Rico,  Recinto  de 
Ciencias  Médicas,  San  Juan,  Puerto  Rico 


Se  ha  encontrado  una  alta  prevalencia  de  epilepsia 
psicomotora  asociada  a ideas  paranoides  en  los  delin- 
cuentes juveniles.  La  epilepsia  es  probablemente  más 
común  entre  estos  jóvenes  de  lo  que  se  había  reconocido 
previamente  y se  recomienda  que  debe  ser  parte  del  diag- 
nóstico diferencial  en  los  niños  que  son  referidos  a las 
cortes."* 

En  los  delincuentes  juveniles  más  violentos  se  ha  obser- 
vado epilepsia  tipo  “grand  mal”,  EEG  anormales, 
Babinsky  (+)  y circunsferencia  de  la  cabeza  de  2 cm  ó 
más  desviaciones  del  promedio.®  Un  98.6%  de  los  delin- 
cuentes más  violentos  en  un  estudio  hecho  por  Lewis  en  el 
1979  tuvo  por  lo  menos  1 ó más  signos  neurológicos 
menores.’ 

Otro  estudio  también  ha  demostrado  que  un  40%  a 
45%  de  la  población  criminal  presentan  elevaciones  posi- 
tivas en  la  actividad  eléctrica  del  lóbulo  temporal.* 

Las  condiciones  neuro-psiquiátricas  también  se  han 
explorado  en  la  población  de  delincuentes  juveniles  y 
entre  las  más  frecuentemente  encontradas  por  Lewis  y 
otros  investigadores  están:  disturbio  de  memoria 
reciente,  trastorno  de  control  de  impulsos,  trastorno  de 
falta  de  atención  (ADD),  problemas  de  aprendizaje, 

problemas  del  habla  y deficits  en  los  procesos  auditivos.^" 
16 

La  depresión  mayor  ha  sido  relacionada  a una  gran 
parte  de  los  niños  y adolescentes  que  presentan  pro- 
blemas de  conducta  y de  delincuencia." 

Estudios  en  la  pasada  década  han  demostrado  una 
asociación  entre  problemas  de  la  conducta  y una 
variedad  de  problemas  del  aprendizaje.’"'"’  Las 
primeras  dificultades  de  ajuste  social  del  niño  con 
problemas  específicos  de  aprendizaje  ocurren  general- 
mente en  la  escuela.’"'"  Mientras  que  sus  compañeros 
pueden  alcanzar  las  destrezas  de  leer  y escribir  y las 
demás  exigencias  académicas,  a él  le  resulta  difícil.'’  La 
vida  escolar  se  convierte  en  una  llena  de  frustraciones.  La 
repetición  de  experiencias  frustrantes  interfieren  con  que 
el  niño  pueda  alcanzar  una  autoimagen  positiva. '"*"'’  En 
la  población  de  niños  con  problemas  del  aprendizaje  se 
han  identificado  también  características  de  conducta  que 
parecen  explicar  su  mayor  vulnerabilidad  al  comporta- 
miento antisocial.  Entre  ellas:  patrones  de  respuestas 
impulsivas,  inhabilidad  para  seguir  reglas  o instruc- 
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ciones,  hiperactividad,  dificultad  para  discriminar  situa- 
ciones de  peligro  y para  evaluar  la  consecuencia  de  su 
conducta.** 

Disturbios  perceptuales,  pobre  aprovechamiento  y 
pobre  autoestima  pueden  representar  un  círculo  vicioso 
el  cual,  en  combinación  con  otros  factores  orgánicos  y 
psicosociales,  pueden  contribuir  a la  conducta  maladap- 
tativa  del  delincuente  juvenil.  El  niño  no  deja  su 
problema  de  aprendizaje  en  el  salón  de  clases  cuando  sale 
de  la  escuela,  por  lo  tanto,  el  aprendizaje  de  normas  y 
valores  sociales  también  puede  ser  afectado.'"*’  '* 

Propósito 

El  propósito  de  esta  investigación  fue  hacer  un  estudio 
clínico  para  determinar  las  características  biosicosociales 
de  los  delincuentes  juveniles  admitidos  a una  Clínica  de 
Salud  Mental  de  Niños  y Adolescentes  de  P.R.  y compa- 
rarlos con  los  hallazgos  de  otros  estudios  llevados  a cabo 
en  esta  población.  Nuestro  interés  fue,  una  vez  identifi- 
cado el  perfil  del  delincuente  de  la  muestra,  evaluar  de 
qué  manera  puede  ser  más  efectiva  la  intervención  tera- 
peútica  inicial. 

Así  mismo,  el  estudio  pretende  establecer  un  marco  de 
referencia  para  ampliar  la  función  preventiva  de  los 
profesionales  que  intervienen*en  la  etapa  pre-delictiva  de 
muchos  de  estos  jóvenes. 

Al  diseñar  el  estudio  utilizamos  como  marco  de  refe- 
rencia las  múltiples  características  que  otros  estudios  han 
asociado  a la  delincuencia  juvenil. 

Método 

Se  hizo  una  revisión  de  los  expedientes  de  los  pacientes 
admitidos  a una  Clínica  de  Salud  Mental  para  niños  y 
adolescentes  durante  el  período  del  1ro.  de  enero  de  1987 
hastas  el  31  de  diciembre  de  1987.  Esta  es  una  institución 
gubernamental  a nivel  ambulatorio  que  sirve  mayor- 
mente a una  población  médico-indigente,  hasta  la  edad 
de  18  años  del  área  metropolitana  de  San  Juan  y de  los 
pueblos  de  Corozal,  Dorado,  Toa  Alta,  Toa  Baja  y Vega 
Alta  a nivel  primario  y recibe  referidos  de  toda  la  isla.  Los 
servicios  son  gratuitos  y es  atendida  por  un  grupo  multi- 
disciplinario  que  incluye  psiquiatras,  psicólogos,  trabaja 
dores  sociales,  pediatras,  neurólogos  y enfermeras. 

Durante  este  período  de  tiempo  se  recibieron  7 1 8 casos 
nuevos.  De  éstos,  se  escogieron  los  casos  identificados 
como  delincuentes  juveniles  basándonos  en  la  fuente  del 
referido  y/o  historial  delictivo.  El  criterio  de  inclusión 
para  el  estudio  fue  el  estudiar  los  expedientes  de  aquellos 
jóvenes  con  historial  delictivo  que  fueron  encontrados 
culpables  por  el  tribunal  titular  de  menores  de  haber 
cometido  actos  delictivos  o faltas.  No  incluimos  el  resto 
de  los  jóvenes  con  historial  delictivo  o problemas  de 
conducta  que  no  cumplieran  con  lo  antes  expuesto  ya  que 
por  definición  no  se  considerarían  delincuentes  juveniles, 
lo  que  limitó  la  muestra  a un  número  reducido,  pero  que 
es  representativo  de  la  totalidad  que  queríamos  estudiar. 

La  muestra  total  fue  de  24  (22  varones  y 2 mujeres). 
Según  el  referido,  el  25%  (N=6)  fue  a través  del  tribunal 
titular  de  menores,  el  16.7%  (N=4)  por  trabajadores 
sociales,  12.5%  (N=3)  de  instituciones  juveniles,  8.3% 
(N=2)  del  programa  de  Run  Away  y de  la  Unidad 


Psiquiátrica  de  Adolescentes  y el  4.17%  (N=l)  de  los 
Centros  de  Salud  Mental. 

Una  vez  identificados  los  expedientes,  comenzamos  a 
revisarlos  utilizando  una  planilla  con  las  características 
más  sobresalientes  de  los  estudios  de  Dorothy  Lewis 
reportados  en  el  libro  “Child  Psychiatry  and  the  Law”.'^ 
La  revisión  se  hizo  a través  de  un  doble  consenso  por 
parte  de  las  investigadoras,  considerando  como  (+)  sólo 
aquellas  características  que  eran  señaladas  como  presentes 
en  los  expedientes  y como  ( — ) si  eran  señaladas  como 
ausentes.  Consideramos  dudosas  (“no  se  sabe”)  a 
aquellas  a las  cuales  no  se  hacía  ningún  tipo  de  referencia 
en  los  expedientes. 

Las  características  identificadas  incluían:  caracterís- 
ticas demográficas  (edad,  sexo,  dirección,  estado  civil  de 
los  pacientes  y de  los  padres,  educación,  etc.);  historial 
familiar  y médico;  queja  principal;  síntomas  y evalua- 
ciones psiquiátricas,  sicológicas,  educativas,  neuroló- 
gicas  y sociales. 

Resultados 

Los  estudios  hasta  ahora  reportados  en  P.R.  son 
basados  en  una  muestra  de  la  población  de  delincuentes 
juveniles  diferente  a la  nuestra.  Pero  al  igual  que  en 
otros  estudios,  encontramos  que  la  delincuencia  juvenil 
es  una  entidad  que  se  asocia  a múltiples  factores  durante 
el  desarrollo  del  joven  y de  su  familia.  Entre  éstas: 
familias  desintegradas  donde  predomina  la  ausencia  del 
padre,  exposición  a situaciones  de  agresión,  alcoholismo 
en  la  familia,  abuso  de  substancias  controladas  por  parte 
de  los  jóvenes  delincuentes,  historial  de  trauma  físico  y/o 
a la  cabeza,  I.Q.  menor  o igual  a 100,  repetición  de  por  lo 
menos  un  año  escolar,  problemas  de  aprendizaje  y deser- 
ción escolar. 

El  92%  de  nuestra  muestra  pertenecía  al  sexo 
masculino  y el  número  de  varones  dentro  de  las  edades  de 
15-17  años  fue  de  12  (92%)  y el  de  las  hembras  fue  de  1 
(8%)  (Ver  tabla  #1).  El  62%  de  los  jóvenes  de  nuestra 
muestra  tenía  15  años  o menos  de  edad  y de  éstos  el  33% 
tenía  13  años  o menos.  Estos  hallazgos  concuerdan  con 
otros  estudios  realizados  con  la  población  de  delin- 
cuentes juveniles  en  cuanto  la  predominancia  del  sexo 
masculino.'* 

En  cuanto  a la  relación  existente  entre  el  lugar  de 
residencia  y la  delincuencia  juvenil,  nuestra  muestra 
presentó  un  75%  de  los  casos  residiendo  en  el  área  urbana 

Tabla  1 


Distribución  de  la  Muestra  de  Delincuentes  Juveniles  por  Edad  y Sexo 


Edad 

Masculino 

Femenino 

Total 

N (%) 

N (%) 

13  ó menos 

8 (36.4%) 

0 

8 ( 33.3%) 

14 

2(  9.1%) 

1 ( 50.0%) 

3(  12.5%) 

15 

4(  18.2%) 

0 

4(  16.4%) 

16 

3(  13.6%) 

0 

3(  12.5%) 

17 

5 ( 22.7%) 

1 ( 50.0%) 

6(  25.0%) 

Total 

22(100.0%) 

2 (100.0%) 

24  (100.0%) 

*Un  92.0%  del  total  de  los  jóvenes  pertenecía  al  sexo  masculino  y el  restante  2.0% 
pertenecía  al  sexo  femenino. 
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versus  un  25%  en  el  área  rural  al  momento  de  la  evalua- 
ción inicial  (gráfica  #1).  En  el  estudio  de  Vales  y Ayala 
(1986)  realizado  con  una  muestra  de  jóvenes  ingresados 
en  los  Centros  de  Tratamiento  Social  por  haber  cometido 
faltas  contra  la  Ley  durante  el  1984-85,  se  encontró  que  el 
74%  residían  en  áreas  urbanas  mientras  que  el  26% 
residía  en  las  áreas  rurales.** 

Al  explorar  la  relación  que  puede  existir  entre  la  com- 
posición familiar  y/o  lugar  de  residencia  del  delincuente, 
nuestro  estudio  reveló  que  un  83.3%  provenían  de 
familias  desintegradas  u hogares  rotos  y 37.5%  tenían  a la 
madre  como  jefe  de  familia,  (gráficas  2 y 3).  Estos 
hallazgos  concuerdan  con  el  estudio  de  Vales  y Ayala 
(1986)  que  reportaron  un  81%  provenientes  de  hogares 
rotos  con  un  37%  que  tenían  a la  madre  como  jefe  de 
familia.** 

La  ausencia  del  padre  en  la  crianza  del  niño,  es  un 
hallazgo  que  recurre  en  los  estudios  reportados  en  esta 
población.  En  nuestra  muestra  el  92%  de  los  jóvenes  no 
contaban  con  la  presencia  de  la  figura  paterna  al 
momento  de  la  evaluación  inicial.  Pero,  debido  a la  natu- 
raleza de  nuestro  estudio  no  podemos  decir  si  la  figura 
paterna  estaba  o no  presente  durante  los  años  formativos 
de  estos  jóvenes. 

La  queja  principal  al  momento  de  la  evaluación  inicial 
que  presentaban  los  jóvenes  de  nuestra  muestra  era  de 
agresión  fisica  (45.8%)  seguida  en  frecuencia  por  intentos 
suicidas  (20.8%)  y problemas  escolares  (20.8%)  (tabla  #2). 
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Tabla  2 


Distribución  de  los  Delincuentes  Juveniles  según  la  queja  prin- 
cipal al  momento  de  la  admisión  a la  Clínica 


Queja  Principal 

N 

% 

Agresión  Fisica 

11 

45.8 

Intento  Suicida 

5 

20.8 

Problemas  Escolares 

5 

20.8 

Agresión  Verbal 

4 

16.7 

Ansiedad 

4 

16.7 

Intento  Homicida 

4 

16.7 

Alucinación 

3 

12.5 

Otros 

5 

20.8 

Nota:  Algunos  presentaron  más  de  una  queja  inicial 


En  el  área  de  la  relación  de  la  delincuencia  con  la  deser- 
ción escolar  el  32%  de  nuestra  muestra  había  completado 
6to.  grado.  El  71.4%  de  los  que  teníamos  información 
(N=7)  eran  desertores  escolares  y el  73%  tenía  un  cociente 
de  inteligencia  menor  de  100  (tabla  #3  y gráfica  #4). 

En  el  examen  del  estado  mental  de  los  jóvenes,  encon- 
tramos que  en  el  contenido  de  sus  pensamientos  predo- 
minaba el  contenido  de  coraje  o agresión  (37.5%);  el 
afecto  deprimido  (29%),  problemas  de  memoria  (29%), 
pérdida  de  controles  (25%),  autoestima  baja  (21%)  y el 
8.3%  admitió  ideas  suicidas  (tabla  #4). 

Compatibles  con  hallazgos  de  otros  estudios  con  la 
población  de  delincuentes  juveniles,  algunos  jóvenes  de 
nuestra  muestra  presentaron  características  sugestivas  de 
un  componente  orgánico  en  su  presentación  clínica  que 
han  sido  asociadas  a la  delincuencia  juvenil.  Por  ejemplo: 
uso  de  drogas  (37.5%),  trauma  a la  cabeza  (33.3%),  abuso 
físico  (2 1 .0%)  y problemas  neurológicos  ( 1 6.7%)  (tabla  5). 
Es  interesante  señalar  que  el  100%  de  las  pruebas  psicoló- 
gicas proyectivas  realizadas  y el  75%  de  las  pruebas  psico- 
lógica de  organicidad  completadas  demostraron  hallazgos 
positivos,  sin  embargo  el  número  de  casos  sometidos  a 
estas  pruebas  fue  muy  pequeño  para  considerar  estos 
hallazgos  como  significativos. 

En  la  población  de  delincuentes  juveniles  estudiada  se 
encontró  un  % más  alto  de  los  diagnósticos  de  Trastorno 
de  Uso  de  Sustancias  (SUD),  Depresión,  Conducta 
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Tabla  3 


Varones 

Hembras 

N+7  (32%) 

N+0 

Desertores  Escolares 

Total 

SI 

5 (71.4%) 

0 

5 (71.4%) 

NO 

2 (28.6%) 

0 

2 (28.6%) 

Gráfica  4 
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Antisocial  (gráfica  #5),  Trastorno  de  Control  de  Impulsos, 
Esquizofrenia,  Problemas  de  Aprendizaje  y sospecha  de 
diagnóstico  de  Personalidad  Fronteriza  al  compararlos 
con  el  resto  de  la  población  de  No  Delincuentes  de  la 
clínica  de  ese  año. 

La  muestra  presentó  un  % mayor  de  pacientes  con 
diagnóstico  de  Retardo  Mental  comparado  con  la  pobla- 
ción total  estudiada.  Sin  embargo,  la  mayoría  de  los  diag- 
nósticos de  Retardo  Mental  encontrados  en  la  muestra  no 
evidenciaban  pruebas  psicométricas  que  los  confir- 
maran. Muchos  de  ellos  se  basaban  en  el  historial  de 
retardación  mental  del  joven  o del  juicio  clínico  del 
evaluador. 

Nuestro  estudio  reveló  que  un  alto  porciento  de  los 
pacientes  identificados  como  delincuentes  juveniles  no 
continuaron  en  seguimiento  luego  de  la  intervención 
inicial  (Ver  gráfica  #6). 

En  cuanto  al  historial  familiar  de  estos  jóvenes, 
también  nuestro  estudio  encontró  relación  con  eventos 
y/o  condiciones  que  se  han  reportado  en  el  historial 
familiar  de  delincuentes  juveniles  de  otros  estudios. ^ “*>  ” 
En  41.6%  de  nuestra  muestra  tiene  historial  de  alcoho- 
lismo y el  33%  de  violencia  familiar.  El  20%  tenía  histo- 
rial de  enfermedad  o tratamiento  psiquiátrico.  El  8.3% 
presentó  historial  de  deserción  escolar  y el  16.7%  de 
problemas  de  aprendizaje.  El  16.7%  tenía  historial  de 
epilepsia. 


Table  4 


Distribución  de  los  Hallazgos  más  comunes  en  el  examen  mental 
de  los  delincuentes  juveniles 


Hallazgo 

N 

% 

Contenido  del  pensamiento: 

coraje  o agresión 

9 

37.5 

Afecto  deprimido 

Problemas  de  memoria 

7 

29.0 

reciente 

7 

29.0 

Lapsos  cortos  de  atención 

6 

25.0 

Pérdidas  de  controles 

6 

25.0 

Auto  estima  baja 

5 

21.0 

Afecto  ansioso 

4 

16.7 

Trastornos  perceptuales 

4 

16.7 

Afecto  embotado 

3 

12.5 

Ideas  suicidas 

2 

4.3 
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Tabla  5 


Distribución  de  los  hallazgos  más  comunes  en  el  historial  médico 
del  grupo  de  Delincuentes  Juveniles  estudiado 


Historial 

N 

% 

Uso  de  drogas 

9 

37.5 

Trauma  a la  cabeza 

8 

33.4 

Abuso  físico 

5 

21.0 

Problemas  Neurológicos 

4 

16.7 

Pérdida  de* conocimiento 

3 

12.5 

Asma  Bronquial 

2 

8.3 

Accidente  de  auto 

2 

8.3 

Problemas  perinatales 

2 

8.3 

Uso  de  alcohol 

1 

4.2 

Gráfica  6 
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Discusión 

En  resumen  el  perfil  biosicosocial  encontrado  en  los 
delincuentes  juveniles  de  nuestra  muestra  es:  Un  joven  de 
15  años  de  edad,  varón,  residente  del  área  urbana,  que 
proviene  de  una  familia  desintegrada,  donde  predomina 
la  ausencia  del  padre  y cuya  escolaridad  máxima  es  de 
sexto  grado  o menos.  La  queja  principal  que  presenta  al 
momento  de  la  admisión  puede  ser:  agresión  física, 
intento  suicida  y/o  problemas  en  la  escuela.  Los  síntomas 
más  comunes  son:  la  tristeza  o depresión,  impulsividad, 
actos  violentos,  irritabilidad  y problemas  con  la  autoridad. 
En  el  examen  mental  de  este  joven  predomina  el  coraje  o 
la  agresión  en  el  contenido  del  pensamiento,  un  afecto 
deprimido  y problemas  de  memoria  reciente.  Presenta 
problemas  familiares  de:  alcoholismo,  violencia  e histo- 
rial siquiátrico.  En  su  historial  médico  este  joven  presenta 
uso  de  drogas,  historial  de  trama  a la  cabeza  y/o  abuso 
físico.  Los  diagnósticos  diferenciales  más  comunes  a 
considerar  en  su  evaluación  inicial  son:  retardación 
mental,  trastorno  de  abuso  de  substancias  y/o  depresión. 

En  nuestra  muestra  el  síntoma  más  común  fue  el  de  la 
depresión  (58%).  Esto  coincide  con  un  estudio  que  rela- 
ciona la  presencia  de  trastornos  de  conducta  con  una 
gran  parte  de  los  niños  y adolescentes  que  presentan 
depresión  mayor."  En  estos  casos  pudiéramos  estar 
interviniendo  con  jóvenes  deprimidos  que  como  parte  de 
su  cuadro  clínico  presentan  problemas  de  conducta,  pero 
llegan  a la  atención  del  profesional  por  estos  problemas 
de  conducta  y no  necesariamente  por  su  trastorno 
afectivo. 

Recomendaciones 

Con  el  perfil  encontrado  en  nuestro  estudio  y la  revi- 
sión que  hicimos  de  la  literatura  concluimos  que  el 
enfoque  de  intervención  debe  ir  dirigido  a la  prevención 
con  la  identificación  temprana  de  estos  jóvenes.  Uno  de 
los  lugares  donde  se  podría  facilitar  la  identificación 
temprana  de  niños  a riesgo  de  presentar  este  tipo  de 
conducta  lo  es  la  escuela.  Por  lo  tanto  sería  de  gran  interés 
el  poder  realizar  un  estudio  prospectivo  utilizando  los 
indicadores  que  describimos  en  el  perfil  biosicosocial. 
Una  vez  realizado  esto,  se  podría  utilizar  la  escuela  como 
uno  de  los  lugares  donde  se  podría  hacer  una  identifica- 
! ción  temprana  de  los  posibles  delincuentes  juveniles  o 
j niños  a riesgo  que  no  hayan  sido  identificados  por  otros 
I profesionales  que  han  intervenido  durante  su  desarrollo. 

I Sugerimos  que  esta  tarea  de  identificación  temprana,  a 
base  de  una  planilla  que  contenga  los  indicadores  más 
asociados  a alto  riesgo,  se  haga  al  momento  de  entrar  a la 
I escuela  y otra  en  o antes  de  entrar  al  sexto  grado;  ya  que 
estudios  realizados  han  coincidido  en  que  un  gran 
I número  de  jóvenes  tienden  a presentar  problemas  de 
i deserción  escolar  a ese  nivel  académico. Estas  evalua- 
ciones se  utilizarían  para  facilitar  unas  intervenciones  a 
nivel  preventivo  entre  las  cuales  se  podrían  considerar: 
ubicación  en  grupo  especial  que  le  pueda  proveer  al  estu- 
diante la  ayuda  que  necesita  para  aprender  y ejecutar 
tareas  de  acuerdo  a sus  capacidades  y estilo  de  aprendi- 
zaje; referidos  para  las  evaluaciones  médicas,  incluyendo 
psiquiátricas,  según  sea  necesario;  orientación  a los 
padres  o encargados  de  los  niños  para  que  estos  puedan 


colaborar  con  el  proceso  de  evaluación  y seguimiento; 
identificación  de  recursos  de  la  comunidad  a nivel 
privado  y gubernamental  que  puedan  servir  de  ayuda  a 
estos  niños. 

Recomendamos  que  en  las  intervenciones  iniciales  con 
jóvenes,  por  trabajadores  sociales,  médicos,  psiquiatras  y 
otros  profesionales  de  la  salud  mental  se  tomen  en  consi- 
deración los  indicadores  de  la  delincuencia  juvenil  que 
hemos  encontrado  tanto  en  la  literatura  como  en  nuestro 
estudio,  para  que  las  intervenciones  sean  más  completas  y 
pueda  llevarse  a cabo  una  prevención  adecuada  y mejor 
seguimiento  de  estos  jóvenes.  Estos  indicadores  son:  sexo 
masculino,  procedentes  de  familiares  desintegradas, 
ausencia  del  padre,  presencia  de  violencia  familiar,  histo- 
rial de  abuso  físico  o verbal,  historial  de  trauma  a la 
cabeza,  con  pérdida  de  conocimiento,  uso  de  drogas, 
alcoholismo  en  la  familia,  retardación  mental  leve,  con- 
ducta de  agresión  física,  impulsividad,  tristeza,  irritabi- 
lidad, problemas  con  la  autoridad,  temas  de  coraje  o de 
agresión  y problemas  académicos. 

Debido  a la  alta  demanda  por  servicios  psiquiátricos  a 
nuestros  niños  y adolescentes  versus  la  limitación  de  los 
recursos  que  tenemos  disponibles;  se  hace  imperativo  el 
trabajo  coordinado  de  un  equipo,  en  especial  de  un 
equipo  biosicosocial  que  pueda  atender  las  necesidades 
de  estos  jóvenes.  Dentro  de  este  equipo  biosicosocial 
debe  haber  un  profesional  designado,  que  puede  ser  un 
profesional  de  enfermería,  trabajo  social  o asistente 
médico,  que  pueda  coordinar  y así  mismo  rescatar  a 
aquellos  pacientes  que  por  la  naturaleza  de  su  compleja 
situación  psicosocial  y/o  emocional  se  pueden  quedar  sin 
seguimiento  en  el  proceso  de  intervención  inicial.  Ya  que 
hemos  encontrado  que  un  gran  número  de  estos  jóvenes 
asisten  a una  o dos  citas  y después  dejan  de  asistir  sin  que 
podamos  saber  que  ha  estado  sucediendo  en  la  vida  de 
estos  jóvenes.  Esta  situación  podría  explicarse  por  la  gran 
demanda  de  servicios  psiquiátricos  a niños  y adolescentes 
versus  la  limitación  de  recursos  tanto  económicos  como 
de  profesionales  que  señalamos  anteriormente.  Muchos 
de  estos  jóvenes  al  no  beneficiarse  de  nuestras  interven- 
ciones terapeúticas  tempranas  nos  llegan  años  más  tarde 
con  una  situación  psicosocial  más  complicada  y más 
difícil  de  modificar. 

En  cuanto  al  tratamiento  de  los  jóvenes  ya  identifi- 
cados como  delincuentes  juveniles,  la  meta  principal  de 
cualquier  programa  de  tratamiento  debe  ser  la  de  motivar 
a estos  jóvenes  hacia  el  cambio,  ésto  puede  obtenerse  sólo 
si  se  puede  lograr  que  los  jóvenes  reconozcan  y conscien- 
temente puedan  aceptar  el  propósito  del  tratamiento. 
Slavson^'  recomienda  ciertos  principios  básicos  a consi- 
derarse en  las  instituciones,  ya  sean  escuelas  o centros 
residenciales  de  tratamiento.  El  encontró  respuestas  posi- 
tivas en  los  programas  que  seguían  los  principios  de 
auténtica  democracia,  estos  son  la  libertad,  el  estatus,  la 
participación  y la  responsabilidad.  Además  de  promover 
un  ambiente  donde  los  jóvenes  puedan  establecer  una 
actitud  favorable  hacia  el  tratamiento  lo  cual  podría 
lograrse  con  el  desarrollo  de  sentimientos  transferen- 
ciales  positivos  por  parte  de  los  jóvenes  delincuentes.  El 
grado  de  libertad  deberá  ser  permitido  en  forma  gradual 
y de  acuerdo  con  el  grado  de  madurez  que  haya 
alcanzado  el  jóven  y deberá  ser  condicionado  a la 


6 


Perfü  Biosicosocial  de  los  Delincuentes... 


Bol.  Asoc.  Med.  P.  Rico  - Enero  1991 


libertad,  conveniencia  y felicidad  de  los  demás.  Esto  se 
obtendrá  tras  un  proceso  de  re-educación  de  los  jóvenes 
con  modificación  de  conducta  y refuerzo  positivo.  Un 
ambiente  correctivo  debe  proveerle  un  estatus  al  joven, 
donde  él  pueda  desarrollar  su  auto  estima  por  medio  de 
actividades  donde  pueda  destacarse  y ser  exitoso,  de 
manera  que  se  sienta  que  es  parte  importante  y respetada 
de  la  comunidad.  La  actitud  de  las  personas  que  trabajen 
con  estos  jóvenes  es  determinante,  ya  que  actitudes  de 
resentimiento,  pugnitivas  y derrogativas  pueden  intensi- 
ficar los  sentimientos  de  hostilidad  de  los  jóvenes.  El  pro- 
mover en  estos  jóvenes  el  sentido  de  responsabilidad  es 
una  parte  muy  importante  en  estos  programas.  Se  reco- 
mienda que  se  haga  a través  de  experiencias  grupales  y 
muchas  veces  la  misma  integración  de  los  jóvenes  a dife- 
rentes grupos  ayudará  en  el  proceso.  No  debe  inculcarse 
en  forma  directa  ni  obligatoria  sino  a través  del  acondi- 
cionamiento experimentado  por  las  experiencias  grupales; 
debe  ser  un  producto  del  proceso  vivencial. 

Como  consideración  final  queremos  enfatizar  la 
importancia  de  que  se  pueda  propiciar  un  mayor  enlace 
con  los  distintos  profesionales  de  ayuda  que  intervienen 
en  las  diferentes  etapas  del  desarrollo  de  estos  jóvenes  y 
trabajar  conjuntamente  en  la  prevención  de  la  delin- 
cuencia juvenil. 


Abstract:  This  study  consists  of  a record  review  of  the 

Juvenile  delinquents  admitted  to  a state  child  and  adolescent 
mental  health  clinic  in  Puerto  Rico  during  1987.  The  review 
was  done  using  as  reference  models  the  basic  findings  of 
other  researchers  in  Puerto  Rico  and  the  United  States  and 
mainly  of  those  of  Dorothy  Lewis.  The  purpose  of  the  study 
was  to  describe  the  bio-psychosocial  profile  of  the  juvenile 
delinquents  admitted  to  this  clinic.  Multiple  characteristics 
were  found  that  described  the  juvenile  delinquents  and  also 
were  found  a significant  number  of  these  youngters  that  did 
not  continue  on  treatment.  Some  recomendations  were 
discussed  in  order  to  do  an  early  identification  of  the  high 
risk  youngters. 

Key  Words:  Adolescent,  Mental  Health,  Delinquency, 
Biosicosocial  Profile 
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ESTUDIOS  CLINICOS 


Incidence  and  Prevalence  of  HIV-Positive  Patients 
on  Chronic  Hemodiaiysis  at  the  University  and 
San  Juan  City  Hospital 


Dennis  K.  Negron,  MD  Libia  Diaz,  MD  Francisco  .Joglar,  MD 


Summary;  There  is  controversy  on  whether  or  not 
patients  with  End  Stage  Renal  Disease  (ESRD)  on  chronic 
hemodialysis  (HD)  should  be  routinely  tested  for  the 
presence  of  HI  V-antibody  (HI  V-Ab)  in  their  blood.  Several 
reports  have  appeared  in  the  literature  reporting  incidence 
from  0 to  11%. 

A total  of  227  patients  receiving  chronic  HD;  at  the 
University  and  San  Juan  City  Hospital,  from  January  to 
December  1987  were  screened  for  the  presence  of  HIV-Ab 
by  the  ELISA  method.  Those  reported  as  positive  were 
confirmed  by  the  Western  Blot  method.  HIV-Ab  presence 
was  reported  and  confirmed  in  9 patients  (4%).  Five  of  these 
patients  (2%)  were  IV  drug  abusers,  2 (0.9%)  homosexual, 
1 (0.4%)  had  history  of  sexual  promiscuity  and  1 (0.4%) 
had  been  exposed  to  multiple  blood  transfusion  (MBT) 
prior  to  HIV  testing  of  blood.  Our  prevalence  was  7%. 
However  when  risk  factors  other  than  MBT  were  excluded 
the  prevalence  was  0.4%. 

The  incidence  and  prevalence  of  HIV  positive  cases  in  our 
hemodialysis  population  is  comparable  to  that  previously 
reported. 


Since  End  Stage  Renal  Disease  (ESRD)  patients  on 
chronic  hemodialysis  are  subjected  to  frequent  blood 
transfusion,'  this  has  raised  the  possibility  that  they 
maybe  at  a higher  risk  of  becoming  infected  by  the 
Human  Immunodeficiency  Virus  (HIV). 

At  the  present  time  there  is  controversy  on  whether  or 
not  patients  with  ESRD  on  chronic  dialysis,  specially 
hemodialysis,  should  be  routinely  tested  for  the  presence 
of  HIV-antibody  (HIV-Ab).  The  Center  for  Disease 
Control  (CDC)  and  the  National  Association  of  Patients 
on  Hemodialysis  have  stated  that  this  test  should  not  be 
used  as  a routine  screening  test  and  should  be  performed 
only  in  patients  adequately  oriented  about  the  test  and 
with  the  patient’s  consent.^  This  policy  may  impose  diffi- 
culties in  determining  the  real  incidence  of  HIV-positive 
patients  in  the  ESRD  population  receiving  hemodialysis. 

This  is  a report  on  the  incidence  and  prevalence  of 
HIV-positive  patients  in  two  hemodialysis  centers  in 
Puerto  Rico. 


University  of  Puerto  Rico.  School  of  Medicine.  Department  of 
Medicine.  Nephrology  Section.  Rio  Piedras.  Puerto  Rico 


Carlos  Rivera,  MD  Rafael  Burgos  Calderón,  MD 


Methods 

Two  hundred  twenty  seven  patients  receiving  chronic 
hemodialysis  in  the  Renal  Center  of  the  University  and 
San  Juan  City  Hospital  from  January  1987  to  December 
1987,  were  screened  for  HIV-Ab  presence  by  the  ELISA 
method  (Abbott  Method).  Prior  to  obtaining  the  blood 
sample  the  patient  were  oriented  and  gave  their  informed 
consent.  Those  identified  as  HIV  antibody  positive  were 
confirmed  by  the  Western  Blot  method  (Bio  Western  Blot 
Kit  Dupont  Pharmaceutical).  The  results  were  reported 
with  respect  to  the  patient’s  age,  sex,  and  primary  diag- 
nosis. The  risk  factors  considered  were  intravenous  drug 
abuse  (I.V.  drug  abuse),  homosexualism,  promiscuity 
and  multiple  blood  transfusion.  The  presence  or  absence 
of  any  of  these  risk  factors  in  a given  patient  was  done  on 
the  basis  of  the  patient’s  history.  Those  patients  reported 
positive  by  the  Western  Blot  method  received  orientation 
about  the  results.  All  tests  were  done  at  the  Red  Cross 
Blood  Bank  laboratory;  San  Juan,  Puerto  Rico.  The  inci- 
dence was  calculated  using  the  number  of  new  cases  of 
HIV-positive  patients  divided  by  the  total  number  of 
patients  screened  during  the  12  month  period.  The  sero- 
prevalence  was  calculated  using  the  number  of  HIV- 
positive patients  at  the  mid-point  of  the  observation 
period  (6  patients)  divided  by  the  average  patients  per 
month  (82  patients  per  month). 

Results 

HIV  antibody  presence  was  revealed  in  1 1 patients  by 
the  ELISA  method  for  an  incidence  of  5%.  The  Western 
Blot  test  was  positive  in  9 of  1 1 patient  yielding  a con- 
firmed incidence  of  4%  and  a seroprevalence  of  7%.  The 
remaining  2 Western  Blot  negative  patients  represents  a 
false  positive  rate  of  0.9%.  The  mean  age  of  the  1 1 
patients  was  43  years  (range  29-62  years);  eight  were  male 
and  their  primary  renal  diagnosis  were:  Arterial  hyper- 
tension, 5 patients;  glomerulonephritis,  2 patients; 
Diabetes  Mellitus,  2 patients  and  one  patient  with 
Polycystic  Kidney  Disease  (Table  I). 

The  predominant  risk  factor  was  intravenous  drug 
abuse  found  in  5 patients  (2%).  Other  risk  factors  identi- 
fied were  homosexualism  in  2 patients  (0.9%),  sexual 
promiscuity  in  one  patient  (0.4%)  and  blood  transfusion 
in  one  patient  (0.4%).  The  patient  with  blood  transfusion 
as  the  only  risk  factor  had  received  these  prior  to  the 
availability  of  screening  test  for  the  HIV  antibody.  Of  the 
two  Western  Blot  negative  patients,  one  was  a female 
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Table  I 


Characteristics  of  Patient  on  Chronic  Hemodialysis  and  HIV-Positive 


Patient 

Age  (Yrs) 

Sex 

Elisa 

Western  Blot 

Risk  Factor 

Diagnosis 

1. 

45 

M 

+ 

+ 

I.V.  DRUG 

DM 

2. 

36 

M 

+ 

+ 

I.V.  DRUG 

HBP 

3. 

40 

M 

+ 

+ 

I.V.  DRUG 

GN 

4. 

46 

M 

+ 

+ 

I.V.  DRUG 

HBP 

5. 

29 

F 

+ 

+ 

I.V.  DRUG 

GN 

6. 

38 

M 

+ 

+ 

HOMOSEXUAL 

HBP 

7. 

38 

M 

+ 

HOMOSEXUAL 

GN 

8. 

54 

F 

+ 

+ 

SEXUAL 

PKD 

9. 

62 

M 

+ 

+ 

BLOOD 

DM 

10. 

37 

M 

+ 

+ 

I.V.  DRUG 

HBP 

11. 

41 

F 

+ 

+ 

SEXUAL 

PROMISCUITY 

HBP 

M=  MALE  DM=  DIABETES  MELLITUS 
GN=  GLOMERULONEPHRITIS  F=  FEMALE 
HBP=  ARTERIAL  HYPERTENSION 
PKD=  POLYCISTIC  KIDNEY  DISEASE 

with  history  of  multiple  heterosexual  contacts  and  the 
second  one  was  an  I.V.  drug  abuser  who  had  received 
multiplé  blood  transfusion  during  a kidney  transplan- 
tation. At  the  end  of  this  report  3 patient  (Table  I;#l,  #2 
and  #9)  had  died  of  Acquired  Immunodeficiency 
Syndrome  related  complications. 

Discussion 

Considerable  information  is  available  on  the  prevalence 
of  infection  with  the  Human  Immunodeficiency  Virus  in 
the  United  States.  Less  is  known  about  the  trends  or 
incidence  of  the  infection.  Actual  data  from  the  CDC 
shows  a prevalence  of  50-60%  HIV  infection  within  the 
I.V.  drug  abuser  population  of  the  Northeast  area  of  the 
United  States.^  The  prevalence  in  the  rest  of  the  country 
has  been  below  5%.^  Among  the  homosexual  group  the 
prevalence  ranges  from  20-50%.^  Approximately  70%  of 
the  tested  patients  with  Hemophilia  A and  35%  with 
Hemophilia  B are  seropositive.^  In  a highly  selected 
population  of  voluntary  blood  donors  the  prevalence  of 
HIV  infection  was  approximately  0.035%  in  mid-1985 
and  0.012%  in  mid-1987.^  It  has  been  questioned  whether 
the  ESRD  population  has  greater  indicence  of  HIV  infec- 
tion than  general  population  in  view  of  their  exposure  to 
multiple  blood  transfusion. 

Previous  reports  involving  patients  on  chronic  hemo- 
dialysis with  HIV-Ab  positive  titer  show  an  incidence 
varying  from  0.8%  to  as  high  as  1 1%.'*'^  In  our  study  we 
found  an  incidence  of  4%  that  is  in  the  mid-range  of  what 
has  been  previously  reported.  Our  prevalence  of  7%  is 
higher  than  that  reported  by  the  Baltimore/Boston 
Collaborative  study  of  2.8%  and  3.3%  respectively.' 

We  found  that  the  predominant  risk  factor  for  HIV 
infection  in  our  hemodialysis  patient  was  I.V.  drug  abuse 
(2%)  followed  by  homosexualism  (0.9%).  Multiple  blood 
transfusion;  as  a risk  factor,  was  found  to  have  a low 
incidence  (0.4%).  This  average  is  much  higher  than  the 
incidence  of  HIV  positive  in  voluntary  blood  donors  at 
the  Red  Cross  Blood  Bank  of  the  Puerto  Rico  Medical 
Center  which  is  of  3 blood  donors  for  every  10,000  blood 
donors  screened  or  0.030%.  (personal  communication 
Red  Cross  Blood  Bank,  Puerto  Rico  Medical  Center, 
1988) 


Our  incidence  of  false  positive  cases  (0.9%)  is  lower 
than  that  previously  reported.®  Curiously,  one  of  these 
cases  (patient  #10)  turned  out  to  have  two  risk  factors. 
Whether  this  patient  has  persisted  with  a Western  Blot 
(highly  specific  test)  negative  test  due  to  a highly 
suppressed  immune  system  by  the  HIV  is  a matter  of 
question.  Also  the  possibility  exist  that  many  ESRD 
patients  on  chronic  hemodialysis;  who  received  multiple 
blood  transfusion  before  the  availability  of  blood 
screening  for  HIV-Ab  may  now  be  infected  with  the  virus 
but  do  not  produce  detectable  levels  of  antibodies.  It  is 
well  established  that  the  absence  of  antibodies  does  not 
necesarily  mean  that  a person  is  free  of  infection  with 
HIV.^  It  is  also  known  that  the  patient  with  ESRD  has  a 
certain  degree  of  immunosuppression.®  It  follows  that 
there  is  probably  a higher  rate  of  HIV  presence  in  the 
chronic  hemodialysis  population  than  that  so  far 
identified  lack  of  detectable  levels  of  antibody,  the  inabi- 
lity to  produce  antibodies  or  the  inability  to  detect  the 
HIV  antigen  with  actual  serologic  test,  hard  as 
explanations  for  this  possibility. 

In  conclusion  our  results  are  comparable  to  those 
obtained  in  previous  studies.  Our  study  also  suggests  that 
the  risk  of  contamination  with  HIV  infected  blood  in  the 
ESRD  population  is  low,  but  higher  than  in  the  general 
population  without  risk  factors.  The  issue  of  whether  or 
not  these  patients  should  have  a routine  HIV  test 
continues  to  be  a very  controversial  one.  Further  pros- 
pective studies  evaluating  the  incidence,  prevalence  and 
behavior  of  HIV  infection  on  the  ESRD  population  are 
indeed.  However,  at  the  present  it  seems  recommendable 
to  perform  HIV  test  to  patients  on  chronic  hemodialysis 
who  have  an  identifiable  risk  factor  namely:  I.V.  drug 
abuse,  homosexualism,  multiple  heterosexual  partners  or 
patients  who  may  have  received  blood  or  blood  products 
transfusion  before  the  1985.  Furthermore  we  suggest  that 
patients  on  chronic  hemodialysis  without  identifiable 
risk  factors  who  receive  multiple  blood  transfusion 
should  be  tested  at  least  once  a year.  Those  patients  tested 
should  always  be  well  informed  and  oriented  about  the 
results  and  its  confidentiality  should  be  guaranteed. 
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Radiation  Pneumonitis:  A Hypersensitivity 
Phenomenon? 


Bruno  A.  Hammerschlag-Icaza,  MD* *  Rafael  J.  Rodriguez-Servera,  MD* 


Shortly  after  Roentgen  discovered  X ray,  lung 
changes  induced  by  irradiation  were  reported  in 
relationship  to  tuberculosis.'  Later  on,  pulmonary 
fibrosis  was  indentified  as  resultant  of  what  was  so  called 
“deep  X irradiation”.^  The  changes  induced  by  irradia- 
tion to  the  lung  were  initially  thought  to  be  confined  to 
those  parts  of  the  lung  included  in  the  radiation  port  but 
present  studies  suggest  that  inflammation  is  widespread.^ 
The  clinical  syndrome  consists  of  two  stages:  An  acute 
pneumonitis,  characterized  by  the  relatively  insidious 
onset  of  dyspnea,  cough  and  fever  generally  occurring 
four  to  twelve  weeks  after  radiotherapy,'*  and  a second 
phase  of  radiation  induced  fibrosis,  which  occurs  there- 
after.’ 

The  inflammatory  reaction  present  in  acute  radiation 
induced  lung  injury,  consists  of  a lymphoid  interstitial 
pneumonitis. 

The  lymphocyte  is  the  cell  predominantly  found  in  the 
bronchoalveolar  lavage  (BAL)  of  these  patients.*’’  This 
has  also  been  docummented  in  the  pulmonary  inters- 
titium  of  patients  who  have  died  with  radiation 
pneumonitis  (RP)  at  different  times  after  exposure.* 

We  used  BAL  to  sample  lung  cells,’’'"  in  a patient  who 
developed  radiation  pneumonitis  after  unilateral  thoracic 
irradiation  for  Hodgkin  disease.  Our  results  showed  a 
lymphocyte  inflammatory  reaction  occurring  equally  in 
the  radiated  as  well  as  in  the  non-radiated  lung.  This 
suggests  as  it  has  been  recently  postulated’  that  a wide- 
spread, immunologically  mediated  lymphoid  interstitial 
hypersensitivity  pneumonitis  may  be  the  etiologic  factor 
in  acute  radiation-induced  lung  injury. 

Methods 

BAL  was  performed  using  aliquots  of  lOOcc  of  0.9%  in 
a segment  of  LUL  and  LLL  not  included  in  the  radiation 
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field  as  it  had  been  previously  demarcated  by  chest  CT 
scan.  Later  on,  a similar  lavage  was  done  in  a segment  of 
RUL  in  which  radiation  pneumonitis  was  evident  by  CT 
images.  The  material  was  collected  and  analyzed 
separately  and  cell  counts  were  obtained  using  unprocessed 
lavage  fluid  and  a counting  chamber. 

Case  Report 

A 24  year  old  non-smoking  man  with  Hodgkin 
lymphoma  had  radiotherapy  to  the  chest  with  46  Gy 
delivered  over  40  days.  Scattered  radiation  was  consi- 
dered negligible. 

Seven  weeks  after  the  completion  of  radiotherapy  he 
developed  dry  cough,  dyspnea  and  a fever  of  39°C.  A 
chest  roentgenogram  showed  a dense  reticulo-nodular 
infiltrate  confined  to  the  edge  of  the  irradiated  field.  A 
chest  CT  scan  revealed  a sharply  delineated  area  of  radia- 
tion pneumonitis  with  no  evidence  of  affectation  beyond 
the  radiation  field  (Fig.  1) 


Figure  1.  CT  scan  showing  a sharply  delineated  area  of  radiation 
pneumonitis  in  the  right  lung. 
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The  patient  received  1 mg/kg  of  methyl-prednisolone 
q 6hrs  immediately  after  the  lavage  but  died  28  hrs  later 
in  spite  of  mechanical  ventilation  support  and  wide 
spectrum  antibiotic  coverage. 

BAL  results  were  negative  for  the  presence  of  bacteria, 
parasites,  fungi  or  viral  inclusions  and  later  cultures  were 
also  negative  including  those  for  mycobacteria  (Table  I). 

Table  I 


Comparison  of  cellular  counts  obtained  by  BAL  from  irradiated 
and  non-irradiated  segments  of  the  lungs  of  the  patient  with 
radiation  pneumonitis 


Patient 

Total  Cells* 

Lymphocyte 

Macrophage 

Neutrophil 

Normal 

15 

13  ± 2 

79  ± 3 

3 ± 1 

Irradiated 

RUL 

62 

77 

20 

3 

Unirradiated 

LUL 

57 

74 

22 

4 

LLL 

68 

69 

26 

5 

•Million/ml  .100  m.  lavage  fluid 


Discussion 

Acute  radiation  pneumonitis  develops  in  both  humans 
and  animals  within  six  months  of  exposure  to  doses 
greater  than  or  equal  to  8 Gy  of  low  LET  radiation.  It  is 
divisible  into  a latent  period  lasting  up  to  four  weeks;  an 
exudative  phase  (3-8  weeks)  and  an  acute  pneumonitic 
phase  developed  between  2-6  months.  The  latter  is  an 
inflammatory  reaction  with  intra-alveolar  and  septal 
edema  accompanied  by  epithelial  and  endothelial 
desquamation." 

The  most  accepted  mechanism  until  now,  postulates 
that  the  primary  response  of  the  lung  is  an  increase  in 
microvascular  permeability.  The  plasma  proteins  over- 
whelm the  lymphatic  and  other  drainage  mechanisms  and 
this  elicits  the  secondary  response  or  type  2 cell 
hyperplasia.  This,  in  its  turn,  produces  an  excess  of 
surfactant  that  ultimately  causes  the  fall  in  compliance, 
abnormal  gas  exchange  values  and  even  respiratory 
failure.^ 

In  the  lung  parenchyma,  the  ratio  endothelium/epithelium 
surfaces  gradually  decreases  by  reduction  of  both 
surfaces.  Quantitative  results  indicate  that  damage  to  the 
epithelial  cells  and  mainly  to  type  2 cells  appear  at  the 
same  time  as  damage  to  the  endothelium."  It  has  been 
strongly  suggested  that  initial  damage  of  irradiated  lung 
as  vacuole  formation  and  stripping  of  the  basement 
membrane  which  were  recognized  by  electron  microscope, 
might  be  induced  by  lipid  peroxidases  and  leukotrienes 
C4  and  D4,  found  in  significantly  higher  levels  in  the  lungs 
of  irradiated  mice  than  in  those  of  non-irradiated 
controls." 

The  release  of  surfactant  into  the  alveolus  appears 
shortly  after  exposure  persists  for  days  up  to  8 weeks 
and  it  appears  to  be  due  at  least  partly  to  reduced 
turnover."’  " Amounts  of  alveolar  surfactant  subsequently 
return  to  about  control  levels.  During  the  period  of 
radiation  pneumonitis,  there  is  no  indication  of  a further 
response  by  the  surfactant  system." 

The  surfactant  release  in  7 and/or  28  days  (in  vivo),  in 


three  murine  strains  and  in  the  rabbit,  has  shown  a strong 
correlation  with  later  lethality  in  months." 

The  incidence  and  severity  of  pneumonitis  has  been 
shown  to  rise  exponentially  with  increase  in  the  irradiated 
volume,  specially,  when  more  than  50  Gy  have  been 
irradiated  for  the  treatment  of  more  than  75  cm^."  There 
is  not  a good  correlation  however,  between  roentgeno- 
graphic  changes  consistent  with  RP  and  the  development 
of  symptoms."’  " It  has  not  been  clearly  explained 
either,  why  do  some  patients  develop  a severe  pneumonitis 
after  irradiation  of  a relatively  small  lung  volume.^® 

Several  agents  have  been  implicated  in  exacerbation  of 
radiation  effects  as  Bleomycin  and  Medroxy-progesterone." 

In  patients  with  bone  marrow  transplants  (BMT)  for 
example,  total  irradiation  to  the  lungs  rarely  exceeds 
10  Gy,  therefore,  additional  factors  such  as  remission- 
induction  chemotherapy  (Cyclophosphamide,  methro- 
therxate)  Cyclosporin  A,  guaft  vs  host  disease  and/or 
hypersensitivity  may  be  involved  in  the  high  incidence  of 
RP  after  BMT.^^ 

On  the  other  hand,  certain  drugs  have  shown  some 
protective  effect  over  radiation  induced  inflammation.  A 
steroid-withdrawal  radiation  pneumonitis  has  been 
described  in  patients  with  lymphomas  and  other  cancers. 
Retrieval  of  steroids  brought  complete  resolution  of  the 
clinical  and  radiological  findings."  Combinations  of 
Nimustine  hydrochloride  (ACNU)^''  and  irradiation 
produced  no  RP,  a predominant  finding  in  mice  given 
radiation  alone. 

Coenzyme  QIO  and  Azelastine,"  substitution  of  IgA, 
IgG  and  IgM  levels  decreased  during  irradiation^®  and 
different  types  of  irradiation  schemes  like  low  done, 
once-a-week  for  advance  locoregional  lung  cancer.^’ 
half-body  irradiation  with  fractioned  doses"  together 
with  premedication  and  shielding  techniques,  have  all 
decreased  the  frequency  of  radiation  pneumonitis. 

Histologic  and  physiologic  parameters  have  also  been 
related  to  the  clinical  syndrome.  The  CO-diffusion 
capacity  has  been  used  in  the  early  diagnosis  of  radiation 
pneumonitis  and  it  has  been  the  only  physiologic 
parameter  showing  a significant  decrease  6 to  9 months 
post-irradiation.^’ 

A significant  correlation  between  the  replicative  acti- 
vity of  type  2 cells,  an  increase  in  breathing  frequency  and 
histologic  evidence  of  the  presence  of  RP  have  been 
demonstrated,"  suggesting  that  type  2 cell  replication  is 
related  to  pneumonitis  in  extent  as  well  as  in  chronology. 
However,  why  do  some  patients  develop  RP  whereas 
others  receiving  some  irradiation  do  not,  is  not  clear. 

In  rabbits,  serum  surfactant  apoprotein  has  been 
shown  an  accurate  marker  and  predictor  for  later  lethal 
radiation  pneumonitis.  At  3-7  days  after  graded  single 
doses  to  lung,  surfactant  was  found  in  the  serum 
paralleling  the  dose  response  for  lethality.  If  monitoring 
serum  surfactant  could  direct  preventive  intervention 
prior  to  clinicopathologic  manifestation  of  pulmonary 
radiation  syndromes,  remains  to  be  clarified." 

CT  scan  of  the  thorax  is  more  sensitive  than  chest 
X ray  to  show  radiation  pneumonitis.  In  some  patients, 
it  has  been  able  to  detect  it  much  earlier."’  " 

Pathologic  correlation  of  CT  scan  findings  has  shown 
3 phases  in  the  evaluation  of  pneumonitis;  a congestive. 
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a degenerative  and  a fibrotic  phase. The  accumulation 
of  67  gallium  citrate  in  lungs  of  patient  with  RP  is  not 
specific,  but  its  sensitivity  to  detect  early  inflammatory 
processes  in  the  presence  of  normal  conventional  roent- 
genograms may  prove  useful.^* 

The  BAL  has  demonstrated  the  presence  of  high 
molecular  weight  proteins  and  collagenolytic  activity, 
assessed  by  degradation  of  type  1 human  collagen. 
Cordier  et  al  found  an  increased  number  of  lymphocytes 
in  the  cell  count  of  BAL  fluid  of  irradiated  lungs,”  but 
Gibson  et  al  suggested  hypersensitivity  pneumonitis  as 
the  cause  of  post-radiation  changes,  upon  finding  of 
similarly  increased  lymphocyte  counts  in  both  the 
irradiated  and  non-irradiated  lungs,  as  it  was  the  case  in 
our  patient. 

The  degree  of  lymphocytosis  seen  in  the  BAL  fluid  of 
our  patient  is  rarely  seen  in  any  condition  other  than 
tuberculosis^  which  was  excluded,  and  immunologically 
related  disorders  such  as  active  sarcoidosis  or  hypersensi- 
tivity pneumonitis. 

Large  amounts  of  lung  antigens  are  thought  to  be 
released  during  radiation  injury.  An  imbalance  in  control 
mechanisms  through  which  T-effector  lymphocytes 
recognize  self-antigens,  and  alteration  in  lymphocyte 
populations  during  irradiation  may  induce  a reaction  to 
lung  antigens  and  allow  the  clinical  expression  of  autoim- 
munity.^ 

Therapeutic  interventions  like  substitution  of  immu- 
noglobulin levels  decreased  during  irradiation,  which 
apparently  has  a sparing  effect  against  radiation-induced 
lung  injury,  also  suggest  an  immunologically-mediated 
phenomenon  and  deserve  further  evaluation. 
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Abstract:  Soiid  tumor  celis  are  rarely  seen  in  peri- 

pheral blood  smears.  When  this  occurs  the  term  carcinocy- 
themia is  used.  This  report  describes  an  18  year  old  female 
who  presented  with  a painless  lump  in  the  labia  majora 
associated  with  pancytopenia.  Tumor  celis  were  identified 
in  the  peripheral  blood  smear  and  the  bone  marrow  aspirate 
showed  a predominant  population  of  small  round  vacuo- 
lated primitive  cells,  many  of  which  formed  clumps  of 
varying  sizes.  Biopsies  of  the  vulvar  mass  and  bone  marrow 
were  interpreted  as  alveolar  rhabdomyosarcoma.  Review  of 
the  literature  revealed  12  previously  reported  cases  in 
whom  carcinocythemia  had  been  documented;  rhabdomyo- 
sarcoma was  the  specific  cell  type  involved  in  only  two  of 
these.  The  median  time  between  detection  of  the  leukemic 
phase  of  the  tumor  and  death  was  8.5  weeks,  reflecting  the 
fact  that  carcinocythemia,  when  it  occurs,  represents  the 
terminal  event  of  the  disease.  To  our  knowledge,  our  case  is 
the  third  well  documented  case  of  rhabdomyosarcoma  in 
leukemic  phase  so  far  reported.  The  clinical  evolution  as 
well  as  the  management  of  this  patient  will  be  described  in 
detail  along  with  a review  of  the  pertinent  available 
literature. 

Key  words:  Rhabdomyosarcoma,  carcinocythemia,  ter- 
minal cancer 

Rhabdomyosarcoma  accounts  for  approximately  10% 
of  all  solid  tumors  in  children.  It  appears  to  have 
two  age  peaks,  the  first  in  children  between  2 and  6 years 
of  age  and  the  second  during  adolescence  at  1 4 to  18  years 
of  age.'  Commonly,  these  tumors  occur  in  the  head  and 
neck,  genitourinary  tract,  retroperitoneum,  and  the 
extremities.  The  most  common  sites  of  metastases  are 
lung,  bone,  bone  marrow  and  liver  and  these  may  occur 
at  initial  diagnosis  in  10-20%  of  patients. 

Children  and  adolescents  with  rhabdomyosarcomas 
presenting  with  bone  marrow  involvement  comprise  a 
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subset  among  those  with  clinically  advanced  disease.  In  a 
study  conducted  by  the  Rhabdomyosarcoma  Study 
Group,  these  patients  comprised  20%  of  the  evaluable 
patients  presenting  with  metastases.^ 

A patient  with  alveolar  rhabdomyosarcoma  with  peri- 
pheral blood  and  massive  bone  marrow  involvement  is 
described. 

Case  Report 

An  18  year  old  female  was  admitted  to  the  University 
of  Puerto  Rico  School  of  Medicine  Hospital  with  pancy- 
topenia. She  had  been  well  until  four  months  prior  to 
admission  when  she  noticed  a painless  lump  in  the  left 
labia  majora  which  she  believed  was  related  to  recent 
trauma.  The  patient  had  been  evaluated  at  another  insti- 
tution where  she  was  treated  with  antibiotics  for  an 
infected  hematoma.  After  one  week  on  parenteral  anti- 
biotics, the  patient  was  discharged  on  oral  penicillin  and 
given  instructions  to  continue  local  care  to  her  groin.  One 
month  later  she  returned  to  the  same  institution  with  a 3 
weeks  history  of  dizziness,  easy  fatigability  and  genera- 
lized hematomas.  The  hemogram  showed  marked 
anemia  and  thrombocytopenia,  thus,  the  patient  was 
transferred  to  the  University  Hospital  for  further  evalua- 
tion and  management. 

On  arrival  at  our  instituion  , the  patient  complained  of 
pain  over  the  left  vulvar  area,  dizziness,  tiredness  and 
weight  loss  on  physical  examination,  she  appeared  chro- 
nically ill  and  pale  with  many  petechial  lesions  over  the 
lower  extremities  and  ecchymoses  in  the  upper  torso  and 
arms.  The  left  labia  majora  was  indurated  with  a tubular 
mass  which  extended  from  the  mons  pubis  to  the 
perineum  and  involved  the  left  gluteal  area  (Fig.  1). 
A 2 X 3 cm  fixed  hard  mass  was  also  present  over  the 
right  scapula  (Fig.  2). 

Hematologic  evaluation  revealed  the  following:  hemo- 
globin 5.7  g/dl,  hematocrit  16.5%,  WBC  16,000/mm^ 
and  platelet  count  20,000/mm^  The  peripheral  blood 
smear  showed  marked  anisocytosis,  poikilocytosis,  and 
polychromatophilia.  The  differential  count  was  as 
follows:  28%  segmented  neutrophils,  17%  bands,  44% 
lymphocytes,  3%  metamyelocytes,  1%  promyelocytes 
and  7%  vacuolated  mononuclear  cells.  There  were  5 
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Figure  1.  On  physical  examination  the  patient  presented  induration  and  a 
large  tubular  mass  in  the  left  labia  majora. 


Figure  2.  Fixed  hard  2 x 3 cm  mass  in  the  region  of  the  left  scapula. 


nucleated  erythrocytes  per  1 00  white  cells  and  evidence  of 
red  cell  fragmentation.  This  was  interpreted  as  compa- 
tible with  microangiopathic  hemolytic  anemia  secondary 
to  the  underlying  malignancy.  Overt  clinical  evidence  of 
disseminated  intravascular  coagulation  was  not  present, 
nor  did  the  patient  develop  major  bleeding  except  in  the 
skin.  On  scanning,  the  peripheral  blood  smear  showed 
several  small,  round,  abnormal  cells.  Clumping  of  these 
cells  suggested  the  possibility  of  solid  tumor  origin 
(Fig.  3).  The  bone  marrow  aspirate  was  hypercellular 
with  poor  representation  of  the  erythrocytic,  granulo- 
cytic and  megakaryocytic  series.  There  was  a predomi- 
nant population  of  small,  round,  primitive  cells,  many  of 
which  formed  small  and  large  clumps  as  well  as  pseudo- 
rosettes (Fig.  4).  The  presence  of  multinucleated  giant 
tumor  cells  was  noted  (Fig.  5).  The  bone  marrow  biopsy 
showed  massive  replacement  of  the  normal  elements  by 
undifferentiated  malignant  cells,  the  nature  of  which 
could  not  be  properly  ascertained  at  that  time.  Cytoche- 
mical  studies  of  the  bone  marrow  aspirate  were 
performed  and  the  malignant  cells  showed  a strongly 
positive  PAS  stain  with  blocks  of  activity,  the  Sudan 


Figure  3.  Peripheral  blood  smear  with  cohesive  clumps  of  vacuolated 
mononuclear  cells  suggesting  solid  tumor  origin  (Wright-Giemsa  stain,  x 
1000). 


'•S' 

Figure  4.  Bone  marrow  with  the  abnormal  cells  forming  pseudorosettes 
(Wright-Giemsa  stain,  x 1000). 


Figure  5.  Bone  marrow  aspiration  with  multinucleated  vacuolated 
malignant  cells  (Wright-Giemsa  stain,  x 1000). 
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black  B,  alpha  naphthyl  acetate  and  alpha  naphthyl 
butyrate  stains  were  negative.  Aspiration  of  the  right 
scapular  mass  showed  morphologically  similar  cells  as 
those  found  in  the  bone  marrow  aspirate. 

An  incisional  biopsy  of  the  vulvar  mass  and  a bone 
marrow  biopsy  were  performed.  Both  were  interpreted  as 
diagnostic  of  alveolar  rhabdomyosarcoma.  Microscopi- 
cally, both  the  primary  tumor  at  the  vulvar  area  and  the 
bone  marrow  metastases  were  composed  of  aggregates  of 
small  round  or  oval  cells  occasionally  separated  by  thin 
fibrovascular  septae.  A prominent  feature  was  the 
presence  of  multinucleated  giant  cells  with  peripherally 
placed  nuclei  which  are  usually  seen  in  alveolar 
rhabdomysarcoma,  as  described  by  Copeland  et  aP 
(Fig.  6).  Tumoral  cells  were  positive  for  PAS  stain, 
focally  positive  for  desmin  and  negative  for  myoglobin. 


Figure  6.  Bone  marro»  biopsy  illustrating  a multinucleated  tumor  cell  as 
seen  in  alveolar  rhabdomyosarcomas.  (H  & E preparation  x 400). 


Coagulation  studies  showed  a prothrombin  time  of  13 
sec  (control  12  sec)  and  a partial  thromboplastin  time  of 
28  sec  (control  30  sec).  The  serum  alkaline  phosphatase 
was  127  u/L  (normal  30-115),  LDH  600  u/L  (normal 
100-225),  SCOT  224  u/L  (normal  7-40),  uric  acid  7.7 
mg/dl,  total  bilirubin  0.7  mg/dl,  and  serum  calcium  10.4 
mg/dl.  The  chest  roentgenogram  showed  clear  lung  fields 
and  normal  heart  size. 

The  skeletal  x rays  showed  marked  lytic  destruction  of 
the  left  pubic  and  ischial  bones.  The  bone  scan  showed 
diffuse  skeletal  involvement.  The  liver  and  spleen  scans 
showed  hepatomegaly  with  mild  hepatic  enlargement. 

The  patient  was  started  on  weekly  chemotherapy  with 
VAC  (vincristine  2 mg/m^,  actinomycin  D 300mcg/m^ 
and  cyclophosphamide  150  mg/m^).  The  vulvar  lesion  as 
well  as  the  right  scapular  mass  decreased  in  size  and  signi- 
ficant clinical  improvement  of  bone  pains  ensued.  The 
malignant  cells  disappeared  from  the  peripheral  blood, 
however,  four  weeks  later,  after  the  third  weekly  course 
of  chemotherapy  had  been  administered,  the  patient 
complained  of  increasing  bone  pains.  At  this  time,  hyper- 
calcemia developed  and  the  malignant  cells  reappeared  in 
the  peripheral  blood.  In  view  of  the  short  lived  response 
to  VAC  chemotherapy  the  patient  was  treated  with 
Adriamycin,  30  mg/m^  daily  for  3 days.  The  hypercal- 
cemia improved  and  the  bony  pains  decreased  again.  A 


second  course  of  Adriamycin  was  given  but  at  this  time 
there  was  no  response.  Subsequently,  treatment  with 
Dacarbazine  was  administered  without  significant  impro- 
vement. Finally,  actinomycin  D and  Platinol  were 
administered  but  the  disease  was  refractory  to  treatment 
and  death  supervened  approximately  6 months  after  the 
initial  diagnosis.  The  cause  of  death  was  sepsis,  thought 
to  be  directly  related  to  the  pancytopenia.  The  clinical 
course  of  the  patient  was  complicated  by  marked  throm- 
bocytopenia and  leukopenia,  which  required  frequent 
platelet  transfusions  and  broad  spectrum  antibiotics. 

Discussion 

Rhabdomyosarcoma  is  the  most  common  soft  tissue 
sarcoma  of  childhood  and  adolescense.  The  alveolar 
histologic  subtype  is  the  second  most  frequent  subtype, 
the  most  common  being  the  embryonal  subtype.  The 
alveolar  subtype  typically  affects  older  children  and 
young  adults  and  frequently  involves  the  extremities  and 
perineal  sites.  This  subtype  is  clinically  very  aggressive 
with  frequent  spread  to  regional  lymph  nodes  and  is 
associated  with  a much  worse  prognosis  than  the  other 
subtype.'  Rhabdomyosarcoma  spreads  by  either  direct 
extension  to  contiguous  structures  or  by  lymphatic  and 
hematogenous  metastases.  Survival  is  mostly  influenced 
by  the  site  and  stage  of  the  neoplasm  at  the  time  of  diag- 
nosis. 

Approximately  20%  of  the  patients  presenting  with 
advanced  systemic  disease  will  have  bone  marrow  invol- 
vement. In  1984,  the  Intergroup  Rhabdomyosarcoma 
Study  Group  reported  a study  of  500  patients  with 
rhabdomyosarcoma,^  103  of  whom  had  metastatic 
disease  at  diagnosis  (stage  IV)  and  30  (29%)  had  initial 
bone  marrow  involvement.  In  this  series,  only  one  patient 
had  complete  marrow  replacement  suggesting  the  diag- 
nosis of  leukemia. 

The  appearance  of  malignant  cells  in  the  peripheral 
blood  of  a patient  with  a solid  tumor  is  usually  indicative 
of  a very  advanced  stage  of  the  disease  and  patients  are 
usually  terminal  when  this  occurs.  The  tumoral  cells 
characteristically  appear  as  single  cells  or  in  clumps, 
whereas,  in  the  hematopoietic  malignancies  one  usually 
observes  diffuse  infiltration  without  cohesive  clumping. 
All  small  round  cell  tumors  can  appear  in  small  or  large 
clumps  when  seen  in  bone  marrow  aspirates  since  this  is  a 
common  characteristic  of  solid  tumors.  The  formation  of 
pseudorosettes,  nevertheless,  is  not  a common  finding 
and  is  associated  mostly  with  neuroblastomas  and 
rhabdomyosarcomas.  Small  round  tumor  cells,  when  seen 
individually,  can  be  morphologically  difficult  to  diffe- 
tiate  from  blast  forms.  Cytochemical  studies  are  helpful 
since  most  tumoral  cells  show  no  activity  with  the  pero- 
xidase, Sudan  black  B,  chloroacetate  esterase  and  non- 
specific esterase  reactions.  The  PAS  stain,  in  conjunction 
with  the  clinical  picture  and  the  age  of  the  patient,  can  be 
helpful  in  the  characterization  of  small  round  cell  tumors 
since  this  stain  is  positive  in  Ewing’s  sarcoma,  rhab- 
domyosarcoma and  some  lymphomas  and  negative  in 
Wilms’  tumors,  oat  cell  carcinomas  and  neuroblastomas. 
From  the  morphologic  point  of  view,  the  absence  of  cyto- 
plasmic granulation  and  Auer  rods  help  differentiate 
tumor  cells  from  leukemic  granulocytic  cells,  never- 
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Table  I 


Summary  of  Reported  Patients  with  Carcinocythemia 


Time  from 
onset  of  carci- 
Bone  Marrow  nocythemia  to 


Author 

Primary  Tumor 

Metastases 

death 

Finkel  ‘ 

Small  cell  cancer  of  lung 

_ 

I week 

Rappaport  * 

Adenocarcinoma  of  ileum 

+ 

Carey  ‘ 

Signet-ring  cancer  of  breast 

+ 

24  weeks 

Myerowitz  ’ 

Adenocarcinoma  of  breast 

+ 

3 weeks 

Ejeckman  * 

Small  cell  cancer  of  lung 

+ 

1 1 days 

Krause  ’ 

Abdominal  rhabdomyosarcoma 

+ 

1 week 

Dannaker 

Small  cell  cancer  of  lung 

3 days 

Solanki  " 

Small  cell  cancer  of  lung 

+ 

2 weeks 

Thompson 

Small  cell  cancer  of  lung 

+ 

5 days 

Núñez 

Gavillan 

Ovarian  rhabdomyosarcoma 

+ 

3 days 

Case  1 

Malignant  mesothelioma 

+ 

2 weeks 

Case  2 

Transitional  cell  cancer  of 
ureteropelvic  junction 

■ 

8 weeks 

theless,  the  final  diagnosis  of  these  cases  is  based  mostly 
on  the  histopathologic  evaluations.  Immunoperoxidase 
stains  and  electron  microscopy  can  also  be  useful  tools  in 
the  study  of  these  cases. 

Since  1960,  12  patients  with  carcinocythemia  have 
been  reported  by  various  authors  (4-14)  (Table  1).  In 
these  series,  the  most  common  tumor  associated  with  the 
presence  of  tumoral  cells  in  the  peripheral  blood  smear  is 
bronchogenic  small  cell  cancer  (5  cases),  followed  by 
rhabdomyosarcomas  (2  cases);  one  abdominal,  the  other 
of  ovarian  origin.'''  The  latter  presented  with  the  bone 
marrow  infiltrated  with  small,  poorly  differentiated  cells 
with  scanty,  pale  blue  cytoplasm  which  was  positive  for 
the  PAS  and  the  acid  phosphatase  reactions.  The  patient 
was  considered  to  have  acute  lymphoblastic  leukemia, 
although,  lymphoma  or  an  undifferentiated  sarcoma 
could  not  be  definitely  excluded.  This  patient  was  treated 
accordingly  without  significant  response.  Further  eva- 
luation showed  lytic  lesions  in  bone,  positive  pleural  and 
spinal  cytology  with  malignant  cells  of  undetermined 
origin,  and  a pelvic  mass.  At  autopsy,  the  patient  was 
found  to  have  bilateral  embryonal  rhabdomyosarcomas 
of  the  ovaries,  the  abnormal  cells  seen  in  the  peripheral 
blood  being  of  the  same  origin. 

Although  circulating  cancer  cells  usually  account  for 
less  that  10%  of  the  nucleated  cells,  in  some  instances  they 
have  represented  up  to  80%  of  the  total  leukocyte  count.* 
In  these  cases,  as  well  as  in  our  patient,  where  7%  tumor 
cells  was  documented,  the  tumor  cells  were  identified  by 
their  arrangement  in  cohesive  clumps  in  both  the  peri- 
pheral blood  smear  and  the  bone  marrow  aspirate.  A 
prominent  finding  in  the  bone  marrow  aspirate  of  our 
patient  was  the  presence  of  multinucleated  giant  tumor 
cells  (Fig.  5).  We  have  not  seen  these  or  similar  cells  in 
bone  marrow  preparations  of  other  cases  with  round  cell 
tumors  such  as  neuroblastoma,  oat  cell  carcinoma, 
retinoblastoma  and  lymphoma.  Since  the  cell  of  origin 
was  identified  as  alveolar  rhabdomyosarcoma,  the  multi- 
nucleated cells  noted  in  the  bone  marrow  aspirate  most 
likely  represented  the  multinucleated  cells  which  were 
described  by  the  pathologist  in  the  H & E preparation  of 
the  bone  marrow  biopsy  and  vulvar  mass.  The  recogni- 
tion of  these  cells,  therefore,  can  be  helpful  in  the  diffe- 


rential diagnosis  of  the  small  round  cell  tumors  when  they 
appear  infiltrating  the  bone  marrow. 

Carey  et  aF,  who  were  among  the  first  to  report  circula- 
ting cancer  cells  in  the  blood,  proposed  that  the  tumor 
cells  damage  the  reticuloendothelial  system  with  the 
occurrence  of  lymph  node  fibrosis  which  may  cause 
impairment  of  the  normal  mechanisms  of  removal  of  the 
circulating  cancer  cells.  Regardless  of  the  underlying 
cause,  the  mean  time  from  the  onset  of  carcinocythemia 
to  death  in  all  13  patients  (12  previously  reported''" and 
ours),  was  approximately  5 weeks,  indicating  that  this 
unusual  manifestation  of  neoplasia  portends  the  terminal 
stage  of  the  disease.  Thus,  Although  rare,  the  recognition 
of  carcinocythemia  is,  very  important  for  both  the  physi- 
cian and  the  patient,  since  it  carries  an  ominous 
prognosis. 

The  importance  of  an  early  diagnosis  and  adequate 
management  of  primary  vulvar  primary  rhabdomyosar- 
coma has  been  demonstrated  in  a report  by  Hays  et  al.'^ 
Good  responses  were  observed  in  9 patients  using  various 
combination  chemotherapy  regimens  which  included 
Adriamycin  with  vincristine,  actinomycin  and  cyclo- 
phosphamide (VAC).  Two  of  these  patients  also  received 
radiation  therapy.  The  importance  of  cytoreductive 
surgery  should  be  emphasized  in  the  initial  therapeutic 
planning  in  these  cases.  In  the  patient  reported  herein, 
this  plan  was  not  considered  in  view  of  the  disseminated 
nature  of  the  disease  at  initial  presentation. 
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CASE  REPORTS 


Hemiballism-Hemichorea: 

Unusual  Neurologic  Presentation  in  Acquired 
Immunodeficiency  Syndrome 

Y.  Reyes-Iglesias,  MD  Trevor  H.  Grant,  MD 


Summary:  A patient  with  hemiballism-hemichorea  as 

the  initial  manifestation  of  the  acquired  immunodeficiency 
syndrome  is  described.  Movement  disorders  in  AIDS  have 
not  been  frequently  reported.  Possible  etiologies  and  thera- 
peutic trials  are  presented.  To  our  knowledge  this  is  the  first 
case  report  of  hemiballism-hemichorea  as  the  initial 
presenting  feature  of  an  AIDS  patient  in  Puerto  Rico. 

Reports  of  movement  disorders  in  patients  with 
acquired  immunodeficiency  syndrome  (AIDS)  are 
scanty.  Segmental  myoclonus,  unilateral  akathisia, 
paroxysmal  dystonia,  parkinsonian  features,  essential 
tremors,  hemiballism  and  hemichorea  have  been  described 
previously  in  AIDS  patients,  but  rarely  did  these  move- 
ment disorders  precede  other  evidence  of  AIDS.^'^  We 
recently  evaluated  a case  of  hemiballism-hemichorea  as 
the  initial  presentation  of  a patient  with  AIDS. 

Case  Report 

A 35  year  old  male  with  history  of  parenteral  drug 
abuse  presented  a gradual  development  of  jerky,  rapid 
and  involuntary  movements  in  his  right  arm  progressing 
in  six  days  to  involve  his  right  leg.  These  abnormal  move- 
ments were  continuous  during  the  waking  state,  could 
not  be  volitionally  suppressed  and  disappeared  during 
sleep.  The  neurologic  examination  revealed  right-sided 
hemiballism-hemichorea  with  superimposed  occasional 
athetoic  movements  of  the  right  arm.  A mild  left-sided 
hemiparesis  was  present.  A contrast  head  CT  Scan 
demonstrated  an  enhancing  lesion  in  right  parieto- 
occipital hemisphere  with  surrounding  edema  and  a left 
basal  ganglia  hypodensity.  A head  magnetic  resonance 
imaging  study  revealed  a left  putaminal  hyperintense 
lesion  in  the  proton-density  and  Tj-weighted  sequences  in 
addition  to  multiple  similar  lesions  in  left  temporal  lobe, 
left  cerebral  peduncle  and  right  parieto-occipital  lobes 
suggestive  of  cerebritis.  A spinal  tap  showed:  white  cells 
9/mm\  glucose  50  mg  % (serum  1 19  mg%)  and  protein 
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Figure  1.  Ilemiballisin-tlemichoreu 

1 . weighted  sequence  with  left  hyperintense  putaminal  lesion. 


61  mg%.  Indian  Ink  smear,  acid  fast  bacilli  stains  and 
VDRL  were  negative.  Serum  HTLV-III  was  reactive  by 
ELISA  and  Western  blot  tests.  Patient  was  treated  with 
sulfadiazine  and  pyrimethamine  sulphate  for  suspected 
cerebral  toxoplasmosis.  Haloperidol  was  given  due  to 
hemiballism-hemichorea  producing  exacerbation  of  the 
abnormal  movements  and  requiring  to  be  discontinued. 
Clonazepam  was  started  with  very  good  clinical  response 
decreasing  these  movements  significantly. 

Discussion 

Neurologic  complications  may  be  the  first  manifestation 
of  AIDS."*’  ^ Central  nervous  system  toxoplasmosis,  viral 
encephalitis,  vacuolar  myelopathy  and  CNS  Whipple’s 
disease  have  all  been  identified  as  etiologic  agents  in  the 
movement  disorders  described  in  AIDS  patients.^'  In 
the  past,  stroke  was  the  most  common  cause  of 
hemiballism-hemichorea.*  Other  causes  of  hemiballism- 
hemichorea  include  metastatic  carcinoma,  CNS  lupus, 
midbrain  cystic  glioma,  arteriovenous  malformation, 
venous  angioma,  multiple  sclerosis  and  granulomatous 
meningitis  among  others.’  Lesions  in  the  subthalamic 
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nucleus,  caudate,  striatum,  globus  pallidus  and  thalamus 
have  been  associated  with  this  movement  disorder.'"^ 
Nath  et  al  suggested  that  direct  involvement  of  the  basal 
ganglia,  brainstem  and  spinal  cord  by  the  HTLV-III 
virus,  in  addition  to  opportunistic  infections,  may  result 
in  movement  disorders.  In  this  case,  cerebral  toxoplas- 
mosis was  considered  the  etiologic  agent  by  neuro- 
imaging studies. 

This  case  report  confirms  previous  studies  establishing 
that  movement  disorders  may  precede  other  manifesta- 
tions of  AIDS.  In  addition,  clonazepam  was  used  success- 
fully in  this  patient  expanding  other  reports  concerning 
the  efficacy  of  this  drug  in  hemiballism-hemichorea.’’ 

To  our  knowledge  this  is  the  first  case  of  hemiballism- 
hemichorea  as  the  initial  presenting  feature  of  an  AIDS 
patient  in  Puerto  Rico. 

Resumen:  Este  comunicado  describe  a un  paciente  con 

hemibalismo-hemicorea  como  la  manifestación  inicial  del 
síndrome  de  imunodeficiencia  adquirida.  Desórdenes  de 
movimiento  en  SIDA  son  raros.  Se  presentan  posibles  etio- 
logías y tratamientos  utilizados.  Este  es  el  primer  reporte 
de  hemibalismo-hemicorea  como  la  presentación  inicial  de 
un  paciente  con  SIDA  en  Puerto  Rico. 
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Idiopathic  Hemochromatosis  in  a Young  Man 
Presenting  with  Palpitations 

Carlos  A.  Vargas  MD  Héctor  M.  Méndez,  MD.  Carlos  E.  Rubio  MD,  FACP,  Esther  A.  Torres  MD,  FACP 


Abstract:  A 32  year  old  male  presented  with  palpita- 

tions and  an  elevated  serum  iron.  Further  evaluation 
revealed  elevated  serum  ferritin,  and  a liver  biopsy  con- 
firmed the  diagnosis  of  hemochromatosis.  Cardiovascular 
workup  was  normal  except  for  sinus  bradycardia  alter- 
nating with  sinus  tachycardia  in  the  24  hour  Holter  study. 
Treatment  with  weekly  phlebotomies  was  started  and  the 
family  is  being  studied  for  early  diagnosis  of  any  other  case 
of  hemochromatosis.  The  manifestations,  diagnostic 
workup,  and  the  importance  of  early  diagnosis  of 
hemochromatosis  is  stressed. 


Hemochromatosis  is  an  inherited  disorder  characte- 
rized by  excessive  gastrointestinal  iron  absorption 
and  progressive  iron  loading  of  parenchymal  cells,  resul- 
ting in  damage  to  various  organs,  specially  the  liver.'  It  is 
characterized  clinically  by  cirrhosis,  skin  pigmentation, 
endocrine  abnormalities,  cardiomyopathy  and  arthro- 
pathy. The  mode  of  inheritance  is  autosomal  recessive 
and  tightly  linked  to  the  HLA  locus  region  of  chromo- 
some 6.^  There  is  an  association  between  idiopathic 
hemochromatosis  and  HLA  antigens  A3,  B7,  and  B14.^ 
We  wish  to  report  a case  of  idiopathic  hemochroma- 
tosis presenting  with  palpitations  as  sole  symptom. 

Case  Report 

A 32  year  old  previously  healthy  white  male  presented 
with  several  episodes  of  palpitations.  He  was  seen  by  his 
internist  who  found  mild  hypertension  and  prescribed 
atenolol  50  mg  daily.  Laboratories  ordered  included  a 
complete  blood  count,  blood  chemistries  (SMA-24)  and 
urine  analysis.  All  were  within  normal  limits  except  for 
serum  iron  levels  of  419  meg  (N.V.  40-200  mcg/dl). 
Serum  ferritin  levels  were  found  to  be  880  ng/ml  (N.V. 
10-265  ng/ml)  and  the  patient  was  referred  to  the 
University  Hospital  for  further  evaluation  and  manage- 
ment. 
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His  past  medical  history  was  negative.  There  was  no 
history  of  alcohol  or  drug  abuse.  Review  of  symptoms 
was  otherwise  negative  except  for  the  previously  men- 
tioned palpitations.  The  family  history  was  negative  for 
hemochromatosis,  diabetes  mellitus  or  liver  disease.  The 
patient’s  parents  are  second  cousins. 

Physical  examination  revealed  a well  developed  male. 
Vital  signs  were  BP  125/85  mm  Hg,  pulse  64/min, 
regular.  Cardiovascular  examination  was  negative. 
Examination  of  the  abdomen  revealed  hepatomegaly 
with  a total  span  of  13.5  cm,  no  splenomegaly  and  no 
ascites. 

Laboratories  revealed  a hemoglobin  of  14.8  gm%, 
WBC  of  7,800/mm3,  an  AST  of  37  U/1  (0-40  U/L),  ALT 
of  44U/l(0-45  U/L),  alkaline  phosphatase  of  72  IU/1 
(35-115  U/L),  LDH  of  131  U/1  (60-200  U/L),  and 
albumin  of  4.2  g/1  (3. 5-5.0  g/1).  A chest  roentgenogram 
was  normal. 

Cardiovascular  evaluation  was  performed  without 
discontinuing  the  atenolol.  The  electrocardiogram 
showed  sinus  bradycardia  and  normal  voltage.  A Holter 
recording  revealed  predominantly  sinus  bradycardia 
alternating  with  sinus  tachycardia.  Echocardiogram  was 
normal. 


Figure  1 . 4x  iron  stain  of  liver  needle  biopsy  showing  diffuse  parenchymal 
deposition  of  iron. 
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Abdominal  sonogram  showed  increased  echogenicity 
throughout  the  liver  parenchyma  which  was  interpreted 
as  compatible  with  fatty  infiltration.  A CT  scan  of  the 
abdomen  without  contrast  injection  showed  markedly 
increased  diffuse  density  of  the  liver.  A percutaneous 
liver  biopsy  was  performed.  Histologic  examination 
showed  hepatocellular  iron  deposits  with  fibrosis 
between  portal  and  central  spaces,  compatible  with 
hemochromatosis  and  early  cirrhosis  (Figs.  1 & 2). 
HLA  typing  showed  A2,  A29/B5,  B7,  Bw4,  and  Bw6 
antigens.  Quantitative  iron  measurements  in  liver  tissue 
were  not  performed. 

The  patient  was  then  started  in  treatment  for 
hemochromatosis  with  weekly  phlebotomies  of  500  ml. 
Studies  of  the  family  are  under  way. 


Figure  2.  40x  iron  stain  of  liver  needle  biopsy  showing  hepatocytic  iron 
deposition. 


Discussion 

Hemochromatosis  was  considered  a rare  entity,  but 
has  now  been  recognized  as  a common  disorder  of  iron 
metabolism. In  the  United  States,  the  homozygous  state 
for  hereditary  hemochromatosis  is  believed  to  affect  as 
much  as  0.5%  of  the  population.^  The  pathogenesis  of 
idiopathic  hemochromatosis  is  an  inappropriate  intes- 
tinal iron  absorption,®  and  it  is  suggested  the  primary 
defect  is  localized  in  the  small  intestinal  cell,  causing  it  to 
lose  its  regulatory  capacity  of  iron  absorption.’ 

The  clinical  signs  and  symptoms  of  this  disease  occur 
infrequently  before  the  fourth  decade  and  are  more 
common  in  men  than  in  women.’  In  the  early  stages,  no 
symptoms  or  signs  of  iron  accumulation  are  present,  and 
it  is  only  in  the  late  stages  that  the  classic  triad  of  skin 
pigmentation,  hepatomegaly  and  diabetes  is  encountered.® 
Usually,  patients  seek  medical  attention  in  their  fifth  or 
sixth  decade  when  organ  damage  by  iron  deposition  has 
been  established. 

Our  patient’s  manifestation  of  cardiovascular  involve- 
ment by  hemochromatosis  was  palpitations.  This  is  not 
a specific  symptom  of  hemochromatosis,  but  cardiac  mani- 
festations are  the  presenting  mode  in  about  15%  of  the 
cases  and  they  are  particularly  prominent  in  younger 
patients.®  These  include  palpitations,  arrhythmias,  and 


congestive  heart  failure.'®  Arrhythmias  are  relatively 
common  and  include  atrial  and  ventricular  premature 
contractions,  atrial  tachyarrhythmias,  and  bradyarrhy- 
thmias,  and  less  frequently  atrioventricular  block." 
Cardiac  manifestations  usually  depend  on  the  extent  of 
myocardial  involvement.  Pathological  studies  of  hearts 
from  patients  with  hemochromatosis  have  revealed  that 
stainable  iron  is  exclusively  sarcoplasmic  and  not 
interstitial,  demonstrating  that  this  condition  represents 
a storage  disease  and  not  an  infiltrative  process.'’  This  is 
consistent  with  the  observation  of  frequently  normal 
echocardiographic  evaluation  of  cardiac  walls  although 
other  manifestations  such  as  chamber  dilatation  and 
systolic  dysfunction  are  described  by  others.'’  About  one 
third  of  patients  with  hemochromatosis  die  from  conges- 
tive heart  failure.® 

In  our  patient,  the  diagnosis  of  hemochromatosis  was 
suspected  when  a very  high  serum  iron  was  found  in  a 
routine  blood  examination  and  confirmed  by  elevated 
serum  ferritin  levels  and  characteristic  findings  in  liver 
biopsy.  Transferrin  saturation  and  serum  ferritin  are  the 
most  useful  laboratory  tests  in  the  evaluation  of  patients 
with  possible  hemochromatosis,  but  definite  diagnosis 
must  be  made  by  liver  biopsy.'''  With  the  widespread  use 
of  multichannel  analyzers  for  the  evaluation  of  blood 
chemistries,  patients  with  hemochromatosis  at  an  early 
stage  have  a better  chance  of  being  diagnosed  before 
organ  damage  has  occurred.  The  finding  of  an  elevated 
serum  iron  is  probably  the  first  clue  to  this  condition. 

The  importance  of  making  an  early  diagnosis  of 
hemochromatosis  lies  in  the  prevention  of  complications 
and  improvement  of  survival.  Phlebotomy  is  the  treat- 
ment of  choice  in  these  patients.'®  A recent  survey  of  163 
patients  with  primary  hemochromatosis  revealed  that 
those  diagnosed  in  the  precirrhotic  stage  and  treated  with 
venesection  have  a normal  life  expectancy,  whereas 
cirrhotic  patients  have  a shortened  life  span  and  a higher 
risk  of  developing  liver  cancer,  even  when  complete  iron 
depletion  has  been  achieved.'® 

In  conclusion,  we  suggest  that  any  patient  with  high 
serum  iron  levels,  even  in  the  presence  of  normal  liver 
function  tests  and  atypical  symptoms,  must  be  suspected 
of  having  hemochromatosis  and  evaluated  for  this  possi- 
bility. Diagnosis  at  an  early  stage  will  allow  for  proper 
therapy,  prevent  complications  and  improve  survival. 

Resumen:  Un  hombre  de  32  años  presentó  con  queja  de 

palpitaciones  y niveles  elevados  de  hierro  sérico.  Evalua- 
ción posterior  reveló  elevación  de  la  ferritina  en  suero,  y 
una  biopsia  de  hígado  confirmó  el  diagnóstico  de  hemocro- 
matosis.  La  evaluación  cardiovascular  fue  normal  excepto 
por  bradícardia  sinusal  alternando  con  taquicardia  sinusal 
en  un  Holter  de  24  horas.  El  paciente  se  comenzó  en  trata- 
miento con  flebotomías  semanales  y la  familia  se  esta  eva- 
luando para  detectar  tempranamente  cualquier  otro  caso. 
Las  manifestaciones,  evaluación  diagnóstica  e importancia 
del  diagnóstico  temprano  son  enfatizadas. 
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Bulimia  Nervosa* 
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Bulimia  nervosa  is  characterized  by  binge  eatingand. 
most  commonly,  self-induced  vomiting.  Thiseating 
disorder  almost  exclusively  affects  young  women  and 
appears  to  be  increasing  in  prevalence.  This  article 
reviews  the  condition  including  the  epidemiology,' 
clinical  characteristics,'^  the  associated  medical  and 
dental  complications^  and  treatment.^  particularly  con- 
cerning nutritional  intervention. 

Epidemiology 

Bulimia  nervosa  was  first  described  as  a distinct 
psychiatric  illness  in  1979  by  Gerald  Russell.^  The 
disorder  has  been  the  focus  of  research  for  a fairly  brief 
period  of  time.  No  population-based  epidemiological 
survey  has  specifically  examined  for  the  pre\’alence  of 
bulimia  nervosa.  Published  studies  to  date  have  focused 
on  college  students,  high  school  students  or  nonstudent 
(but  still  nonrandom)  samples.  These  studies  demon- 
strate that  the  prevalence  of  bulimia  nervosa  varies 
dramatically,  depending  on  the  criteria  used  by  the  inves- 
tigator.For  example,  some  studies  have  simply  asked 
women  if  they  have  problems  with  binge-eating  behavior. 
Results  indicate  that  between  26%  and  79%  of  women 
admit  to  this  type  of  behavior.  According  to  the 
American  Psychiatric  Association  Diagnostic  and  Statis- 
tical Manual,  3rd  Edition  (DSM-III-R)  criteria  for  bulimia 
nervosa,’  the  rate  of  prevalence  of  binge  eating  drops  to 
between  8%  and  19%  of  women.  If  more  stringent  criteria 
are  used,  such  as  the  requirement  that  binge  eating  be 
coupled  with  self-induced  vomiting  or  laxative  abuse,  the 
prevalence  rate  drops  to  between  1%  and  3%  for  young 
women*  and  is  probably  more  representative  of  the 
disorder. 

Reports  of  patients  with  bulimia  nervosa  have  been 
confined  almost  exclusively  to  highly  industrialized 
societies  where  food  is  abundant.  In  Third  World  coun- 
tries. physicians  see  these  disorders  rarely,  if  ever."’ The 
reason  for  this  finding  is  unclear,  but  many  who  work 
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with  patients  suffering  from  this  condition  believe  the 
disorder  develops  primarily  in  societies  where  a high 
valence  is  placed  on  slimness  as  a model  of  attractiveness 
for  women. 

Clinical  Characteristics 

The  DSM-III-R  criteria  for  bulimia  nervosa  areshown 
in  Table  1."  The  mean  age  of  onset  of  this  disorder  is 
about  18  years,  a time  when  many  young  women  leave 
home  to  attend  college  or  to  join  the  work  force.  This 
transitional  period  appears  to  be  one  of  very  high  risk  for 
the  development  of  problematic  eating  behaviors.  On 
average,  patients  w'ith  bulimia  nervosa  are  symptomatic 
for  six  years  before  seeking  treatment.'^  Often  it  is  not  the 
eating  disorder  per  se  that  leads  them  to  seek  treatment 
but  the  development  of  secondary  symptoms,  such  as 
medical  complications,  depression,  impaired  job  perfor- 
mance or  poor  school  performance. 

Table  I" 

Bulimia  Nervosa 

• Recurrent  episodes  of  binge  eating  (rapid  consumption  of  a 
large  amount  of  food  in  a discrete  period  of  time), 

• During  the  eating  binges,  there  is  a feeling  of  lack  of  control 
over  the  eating  behavior. 

• The  individual  regularly  engages  in  either  self-induced 
vomiting,  use  of  laxatives,  strict  dieting,  fasting  or  vigorous 
exercise  in  order  to  prevent  weight  gain. 

• .A  minimum  average  of  two  binge-eating  episodes  per  week  for 
at  least  three  months, 

• Persistent  overconcern  with  body  shape  and  weight. 


Approximately  60%-  of  patients  with  bulimia  nervosa 
abuse  laxatives  as  a w'eight-loss  technique  at  some  time 
during  the  course  of  their  illness.’  This  abuse  may 
involve  the  ingestion  of  very  large  quantities  ot  stimulant- 
tvpe  laxatives  that  cause  watery  diarrhea  and  a sense  of 
weight  loss.  However,  laxative  abuse  does  not  rid  the 
upper  gastrointestinal  tract  of  recently  consumed  foods 
but  causes  losses  of  electrolytes,  fecal  matter  and  prima- 
rily water  from  the  lower  gut.'’  Therefore,  caloric  loss  is 
minimal,  but  due  to  dehydration,  patients  teel  thinner. 
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hence  reinforcing  this  cyclic  behavior.  A small  percen- 
tage of  bulimics  also  abuse  diuretics  or  diet  pills  in  an 
attempt  to  lose  weight. 

Patients  with  bulimia  nervosa  often  suffer  from  depres- 
sion, as  previously  mentioned.  Indeed,  in  most  surveys, 
the  majority  of  patients  who  meet  criteria  for  bulimia 
nervosa  also  meet  criteria  for  a major  depressive 
disorder.'*  They  may  have  low  mood,  loss  of  interest, 
shortened  attention  span,  disrupted  sleep  patterns  and 
suicidal  tendencies.  There  may  be  a significant  problem 
with  concomitant  alcohol  and  drug  abuse  problems. 
Studies  suggest  that  the  rate  of  such  chemical  dependency 
problems  among  bulimic  women  is  four  or  five  times 
greater  than  that  in  the  normal  population.'* 

Medical  and  Dental  Complications 

Bulimia  nervosa  is  associated  with  significant  health 
consequences,  though  it  is  more  medically  benign  than 
anorexia  nervosa.’  Despite  the  fact  that  most  patients 
with  bulimia  nervosa  are  of  normal  weight,  many  demon- 
strate metabolic  anomalies  that  suggest  malnourishment. 
Approximately  50%  of  patients  with  bulimia  nervosa 
have  fluid  and  electrolyte  abnormalities,  including  meta- 
bolic alkalosis  and  decreased  serum  chloride,  secondary 
to  decreases  in  the  intravascular  fluid  volume  that  result 
from  vomiting  and/or  laxative  abuse.  A small  percentage 
of  bulimics  develop  hypokalemia  (decreased  serum 
potassium  levels)  that  can  be  of  considerable  medical 
concern  because  of  the  attendant  cardiac  risks.  Patients 
who  abuse  laxatives  can  develop  transient  metabolic 
acidosis,  secondary  to  the  loss  of  bicarbonate  in  the 
stool.*’ 

Dental  enamel  erosion  occurs  commonly  in  bulimia 
nervosa  patients.**  During  vomiting,  the  tooth  surfaces 
are  exposed  to  the  highly  acidic  gastric  contents,  which 
etch  the  surface  of  the  teenth,  making  the  enamel  friable. 
Unfortunately,  most  patients  with  bulimia  nervosa  brush 
their  teeth  after  vomiting  in  an  effort  to  cleanse  their 
mouths.  Data  suggest  that  brushing  after  vomiting 
encourages  enamel  loss  and,  instead,  patients  should  be 
instructed  to  rinse  their  mouths  with  an  alkaline  solution. 

An  unfortunate  but  rare  complication  of  binge  eating 
and  bulimic  symptoms  is  the  development  of  gastric  dila- 
tation. Several  cases  of  fatal  gastric  rupture  resulting 
from  binge  eating  have  been  reported.*’  Rupture  of  the 
esophagus  associated  with  the  act  of  vomiting  can  also 
occur  in  rare  instances. 

Treatment 

All  of  the  controlled  treatment  trials  for  bulimia 
nervosa  have  involved  outpatient  therapy.  It  is  clear  that 
most  bulimic  patients  can  be  treated  effectively  in  this 
way.  Outpatient  treatment  is  cost-effective,  less  socially 
disruptive  and  is  less  stigmatizing.  In  addition,  lessons 
learned  in  an  outpatient  clinic  are  more  likely  to  correlate 
to  the  normal  surroundings  compared  to  those  learned  in 
a novel  hospital  environment. 

Treatment  studies  of  bulimia  nervosa  have  focused  pri- 
marily on  two  forms  of  therapy;  ( 1 ) antidepressant  treat- 
ment using  a variety  of  drugs,  including  tricyclics,  hetero- 
cyclics  and  monoamine  oxidase  inhibitors**"’*  and 


(2)  psychotherapy  involving  behavioral  and  cognitive- 
behavioral  techniques.”"’^ 

Much  of  the  published  literature  on  this  condition  sug- 
gests that  all  or  most  of  the  clinically  available 
antidepressant  drugs  suppress  bulimic  symptoms,  while 
the  effects  of  placebo  are  usually  minimal.  Although 
reductions  in  the  frequency  of  problematic  eating 
behaviors,  such  as  binge  eating  and  vomiting,  are  usually 
dramatic  with  antidepressant  therapy,  the  majority  of 
patients  continue  to  have  some  bulimic  episodes. 
Therefore,  a significant  question  can  be  raised  as  to 
whether  or  not  pharmacotherapy  is  a satisfactory 
treatment. 

Controlled  psychotherapy  studies  vary  considerably  as 
to  duration  of  treatment  and  theoretical  framework,  but 
behavioral  and  cognitive-behavioral  techniques  are 
dominant.  Strategies  using  these  approaches  have 
suggested  that  bulimia  nervosa  can  be  effectively 
treated. 

An  important  part  of  many  programs  is  nutritional 
intervention  that  includes  the  following  elements: 

• Educating 

Patients  are  taught  to  eat  regular  balanced  meals 
since  bulimia  nervosa  is  characterized  by  fasting  in 
addition  to  binge  eating  and  vomiting. 

• Self-monitoring 

Journal  help  patients  to  discover  and  improve  the 
severity  of  their  bulimic  symptom  patterns. 

• Meal  Planning 

Structured  meal-planning  techniques  are  one  of  the 
most  effective  ways  to  encourage  bulimics  to  eat 
balanced  meals. 

The  University  of  Minnesota  Clinic  uses  a modifica- 
tion of  the  Diabetic  Exchange  Diet.  Each  evening, 
patients  construct  meal  plans  for  the  following  day  and 
attempt  to  follow  their  plans.  When  patients  know  what 
and  when  they  will  be  eating,  they  are  much  less  likely  to 
fast  and/or  binge  eat.  Initially,  most  patients  are  quite 
resistant  to  meal-planning  techniques.  Many  believe  that 
if  they  eat  regular  balanced  meals,  they  will  become  over- 
weight quickly.  Some  bulimics  believe  they  have  food 
allergies  (which  in  reality  are  quite  rare)  or  that  their 
metabolism  is  different  from  others.  A firm,  direct 
approach  stressing  the  need  for  regular  food  intake  works 
best.  Patients  respond  better  if  they  are  allowed  to 
exclude  certain  foods,  such  a high-risk  binge  foods,  from 
their  diet  early  in  the  course  of  treatment.  Binge  foods  are 
reintroduced  later  so  that  the  “feared-foods”  concept  is 
not  continued.  It  is  important  for  patients  to  learn  that 
they  can  eat  any  foods  they  choose  in  reasonable 
amounts,  if  their  diets  are  balanced  and  macronutrient 
intake  is  adequate. 

Summary 

Bulimia  nervosa  is  a disorder  affecting  the  eating 
patterns  of  women  in  industrialized  societies.  Medical 
and  dental  consequences  of  the  illness  often  lead  patients 
to  seek  treatment  after  about  six  years.  Controlled  treat- 
ment studies  to  date  utilize  outpatient  therapy  instead  of 
hospitalization.  Published  literature  suggests  that  the 
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illness  is  most  effectively  treated  with  psychotherapy  and 
antidepresant  medications;  however,  including  nutri- 
tional intervention  in  the  treatment  regimen  shows 
promise.  Clearly  more  studies  are  necessary. 
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Discurso  de  Toma  de  Posesión 
Dei  Dr.  José  C.  Román  de  Jesús 
como  Presidente  de  ia  Asociación  de  Puerto  Rico 
19  de  noviembre  de  1990 


Asumo  hoy  la  gran  responsabilidad  de  ser  el  68vo. 

(sexagésimo  octavo)  Presidente  de  la  Asociación 
Médica  de  Puerto  Rico,  en  una  fecha:  19  de  noviembre, 
cuando  se  conmemora  los  497  años  de  ser  descubierto 
nuestro  hermoso  suelo.  Sólo  un  visionario,  un  soñador 
como  Cristóbal  Colón  pudo  gestar  la  hazaña  de  descubrir 
un  Nuevo  Mundo.  Pero  es  necesario  recordar  que 
necesitó  el  apoyo  de  otros  soñadores  como  los  Reyes 
Católicos  de  España  para  cambiar  la  historia  en  ese 
momento.  Junto  a esa  pléyade  de  visionarios  vino  otro 
soñador:  el  Dr.  Diego  Alvarez  Chanca,  catedrático  de  la 
afamada  Universidad  de  Salamanca,  médico  de  las 
Cortes,  quien  trajera  al  Nuevo  Mundo  la  medicina 
universal  y por  ende  la  española  producto  de  la  conjun- 
ción intelectual  árabe  e hispana  que  hizo  a Córdova  la 
capital  de  la  medicina  europea  a partir  del  Siglo  XIll. 
Alvarez  Chanca  no  sólo  fue  médico,  sino  el  mejor 
narrador  de  la  época  de  la  conquista,  fuente  ineludible  de 
la  historiografía  de  esa  gesta,  que  se  acerca  a cumplir 
medio  milenio,  que  puso  a un  continente  forjado  a fuelle 
de  mestizaje  a hablar,  a cantar  y a rezar  en  la  lengua  caste- 
llana. No  termina  ahí  el  intervencionismo  del  médico 
humanista  y soñador  en  la  evolución  de  nuestra  historia, 
sino  que  se  continúa,  más  tarde  en  el  Dr.  Manuel 
Alonso,  quien  publica,  al  comenzar  la  2da.  mitad  del 
siglo  pasado  su  libro  de  estampas  “El  Gíbaro”  que  es,  en 
el  decir  de  Manrique  Cabrera,  la  primera  expresión  lite- 
raria de  la  forjación  de  la  personalidad  puertorriqueña. 
Es  otro  médico,  el  Dr.  Ramón  Emeterio  Betances  quien 
dirige  la  primera  expresión  política  de  esa  personalidad 
en  el  Grito  de  Lares  de  1868.  Un  soñador  español  que 
hace  a esta  su  patria,  Don  José  María  de  Espaillat,  funda 
la  Primera  Escuela  de  Medicina  a fines  del  siglo  pasado  y 
luego  de  comenzado  éste,  en  1902  el  sueño  del 
Dr.  Manuel  Quevedo  Báez  logra  hacerse  realidad  al 
fundar  nuestra  organización  y ser  su  primer  Presidente. 
Es  otro  extranjero,  un  norteamericano,  el  Dr.  Bailey 
Ashford,  que  se  siente  puertorriqueño,  guiado  por  su 
sueño,  con  sus  estudios  sobre  la  uncinariasis,  borra  la 
figura  folclórica  de  nuestro  jíbaro  famélico  y anémico.  Y 
podríamos  seguir  señalando  a médicos  soñadores  que 
marcaron  su  huella  en  el  desarrollo  histórico  del  país. 
Desgraciadamente,  hoy  tenemos  que  despertar  de  ese 
sueño  retrospectivo  que  de  una  manera  casi  fílmica,  les  he 
hablado. 


Hoy  la  situación  es  diferente.  Existe  el  sueño,  pero  el 
sueño  de  la  indiferencia,  el  de  la  anarquía,  el  del  indivi- 
dualismo rampante  que  envuelve  a los  médicos  del  país 
frente  a las  fuerzas  que  se  le  contraponen.  Decía  el 
Dr.  Gómez  Embuena,  Secretario  General  del  Colegio 
Médico  de  Madrid,  (citamos)  “se  ha  pretendido  destruir 
el  prestigio  social  del  médico,  resaltar  sus  posibles 
errores,  desmitificar  el  poder  taumatúrgico  del  mismo, 
sin  pensar  que  con  esa  actitud  se  estaba  rompiendo  la 
confianza,  la  fe,  la  esperanza  de  vivir  del  enfermo”, 
dramatizando  la  situación  del  médico  hoy.  Es  por  tal 
razón  que  el  médico  tiene  que  despertar  de  ese  sueño  y 
convertirse  en  protagonista  de  la  historia  presente  y dejar 
de  ser  el  ente  observador  que  ha  sido  durante  los  últimos 
años  y soñar  de  nuevo,  pero  positivamente.  Tiene  que 
intervenir  en  el  control  de  costos,  en  la  medicina  preven- 
tiva, en  la  educación  sanitaria,  en  la  preservación  de  la 
salud  ambiental,  en  estimular  al  Estado  en  la  democratiza- 
ción de  los  servicios  médico-hospitalarios.  Tiene  que  parti- 
cipar en  la  legislación  que  modifique  el  sistema  de  litigios 
tan  in  justa  para  el  médico  como  para  el  afectado.  Tenemos 
que  insistir  en  la  creación  de  un  organismo  regulador  de 
los  planes  de  servicios  médicos  pre-pagados.  Hacia  la 
realización  de  esos  sueños  y varios  otros,  nos  encami- 
namos ustedes  y nosotros  pero  tenemos  ahora  que 
discutir  cómo  lo  vamos  a hacer.  Veamos  el  problema  de 
los  costos  de  los  servicios  médicos-hospitalarios.  Ya  para 
el  1974  el  Presidente  Carter  le  preocupó  que  estos  costos 
estaban  subiendo  de  una  manera  alarmante  y señalaba  de 
colocar  estos  a un  tope  de  7%  del  PNB.  Hoy,  llega  al  1 2% 
de  ese  producto.  Sin  embargo,  aunque  Estados  Unidos  es 
el  país  del  mundo  que  más  gasta  en  ese  renglón,  no  es  el 
que  mejores  parámetros  de  calidad  médica  tiene:  morta- 
lidad infantil  y materna,  mortalidad  general  y longe- 
vidad. El  Japón  y los  países  de  la  cuenca  del  mediterráneo 
gastan  menos  y viven  más.  ¿Por  qué?  Según  el  Dr.  López 
Ibar,  catedrático  de  la  Universidad  Complutense  de 
Madrid,  esto  se  debe  a que  en  estas  naciones  las  estruc- 
turas familiares  son  más  estrechas,  hay  una  forma  tradi- 
cional de  criar  los  hijos  y tradicionalmente  también 
existen  mejores  hábitos  de  vida.  Es  razonable  pensar 
entonces  que  el  médico  tiene  que  intervenir  con  su 
paciente  en  estimular  que  se  estrechen  más  los  vínculos 
familiares,  que  exista  una  relación  correcta  con  los  hijos, 
que  se  mejoren  los  hábitos  del  vivir  diario:  lo  negativo  a la 


25 


Discurso  de  Toma  de  Posesión... 


Bol.  Asoc.  Med.  P.  Rico  - Enero  1991 


salud  del  fumar,  del  consumo  de  alcohol  desmesurado;  el 
manejar  vehículos  incorrectamente;  el  ejercicio  adecuado, 
la  alimentación  correcta,  la  mezcla  proporcionada  del 
descanso,  la  diversión  con  el  trabajo  y que  son  determi- 
nantes sobre  la  salud.  Fíjense  que  estamos  interviniendo 
con  las  mayores  causas  de  muerte..  ¿No  estamos  así 
contribuyendo  al  control  de  los  costos?  Es  claro  que  nece- 
sitamos la  ayuda  de  otras  instituciones.  Los  planes 
médicos  pre-pagados  de  más  poder  deben  incluir  en  sus 
promociones  estos  puntos  en  torno  a la  educación  sani- 
taria. El  Estado,  sus  agencias  y corporaciones  destinan 
fondos  elevados  para  la  promoción.  Los  estimulamos  a 
que  estos  conceptos  educativos  se  incluyan  más  de  lo  que 
se  hace  actualmente. 

Veamos  el  aspecto  de  salud  ambiental.  Nuestro 
ambiente  se  está  contaminando.  ¿Vamos  a esperara  que 
nos  pase  como  a Los  Angeles,  a México,  a Polonia?  ¿Es 
que  estamos  dispuestos  a derrogar  las  enormes  canti- 
dades de  dinero  que  necesitan  esos  lugares  citados  para 
corregir  medianamente  sus  efectos?  ¿Es  que  Chernobyl  y 
Minamata  se  ha  ido  de  nuestras  conciencias?  Vamos  a 
opinar,  a testificar,  a impactar  en  todos  los  foros  como 
peritos  que  somos  al  efecto  sobre  la  contaminación  de 
nuestro  medio.  Tenemos  que  señalar  que  los  compuestos 
de  nitrógeno  y azufre  que  emanan  de  una  planta  de 
carbón  afectan  negativamente  a las  vías  respiratorias; 
que  las  líneas  de  alta  tensión  que  transmiten  energía  eléc- 
trica a través  de  áreas  densamente  pobladas  aumentan  la 
incidencia  de  leucemias  y de  cáncer  en  la  piel,  por  los 
campos  magnéticos  que  genera;  tenemos  que  hacerlo  tan 
fuerte  como  para  que  se  nos  oiga. 

Todos  sabemos  que  el  presupuesto  asignado  al 
Departamento  de  Salud  no  es  suficiente.  De  los  fondos 
destinados  para  la  industria  de  la  salud  en  general  $1,71 1 
millones,  el  sector  público  sólo  utiliza  619  millones  para 
darle  servicios  a sobre  el  60%  de  la  población  médico- 
indigente,  mientras  que  el  38%  de  la  población  restante, 
que  es  solvente,  recibe  $ 1 ,092  millones  en  servicios.  Eso  se 
traduce  en  dos  tipo  de  medicina,  una  para  los  pobres  y 
otra  para  los  pudientes.  Hay  que  democratizar  los  servi- 
cios médicos,  pero  no  por  medio  de  sistemas  socializantes 
que  han  fracasado  en  el  mundo,  sino  incorporando  a 
todas  las  fuerzas  de  la  sociedad:  instituciones  cívicas  y 
profesionales,  la  empresa  privada,  a los  ambientalistas  y 
al  pueblo  a participar  en  entidades  o fundaciones  que 
dirijan,  administren  y re-estructuren  los  centros  hospita- 
larios, de  forma  tal  que  los  servicios  se  igualen  para  todos 
y se  mejoren  en  calidad  y en  cantidad.  El  papel  protagó- 
nico  del  Estado  en  la  sociedad  moderna  debe  disminuir. 
Ya  intelectuales  de  la  valía  de  Uslar  Pietri,  Jorge 
Semprum  y Octavio  Paz,  Premio  Nobel  de  Literatura  han 
señalado  que  el  Estado  debe  permitir  que  las  fuerzas  de  la 
sociedad,  se  regulen  ellas  mismas  a través  del  mercado.  El 
Estado  sólo  debe  intervenir  a corregir  injusticias  y a 
balancear  desigualdades. 

En  relación  al  sistema  de  litigios  debe  modificarse. 
SIMED,  producto  de  la  lucha  de  nuestra  organización  en 
los  años  85  y 86,  bajo  la  presidencia  de  los  Dres.  Jaime 
Fuster  y Fernando  García  Rivera,  no  cumplió  con  las 


expectativas  y sólo  fue  un  paliativo  a la  crisis  de  entonces. 

Es  notable  la  interpretación  de  la  frase  de  “experiencia 
adversa”  en  complicidad  con  el  incumbente  responsable 
para  aumentar  las  primas,  llamándole  eufemísticamente 
“recargos”  con  el  sólo  hecho  de  ser  emplazado  el  médico 
afectado.  Iniciemos  legislación  para  la  creación  de  un 
sistema  de  “no  falta”  que  sea  justo  para  todos.  Que  no 
haya  que  probar  negligencia,  sino  daño. 

Es  nuestro  deber  insistir  en  la  creación  de  un  organimo 
regulador  de  los  seguros  que  mercadean  planes  médico- 
hospitalarios  prepagados.  Si  bien  es  cierto  que  las  negó-  j 
daciones  que  al  final  traerán  las  soluciones  de  las  contra- 
dicciones entre  los  médicos  y las  corporaciones  mayores 
como  SSS  y La  Cruz  Azul,  han  tenido  logros:  la  prolifera- 
ción de  otras  empresas,  la  quiebra  de  muchas,  la  viola- 
ción de  contratos,  traen  la  anarquía  y la  explotación, 
sobre  todo  el  médico  joven  en  el  medio. 

En  el  Ínterin,  en  lo  que  logramos  la  transformación  del 
sistema,  tenemos  que  insistir  además  en  mejorar  las  con- 
diciones de  salario  y de  trabajo  para  el  médico  empleado 
de  gobierno.  Es  injusto  que  un  compañero,  luego  de 
pasar  por  el  proceso  laborioso  de  su  formación  acadé- 
mica y la  rigurosidad  de  unos  exámenes,  tenga  un  sueldo 
inferior  a un  conserje  (al  que  respetamos)  de  la  Autoridad 
de  Energía  Eléctrica.  Y es  un  punto  en  el  que  no  podemos 
transar.  Es  motivo  de  preocupación  también,  que  en  la 
formación  de  nuestros  médicos,  las  materias  relacio- 
nadas al  campo  del  humanismo,  como  la  historia,  la  filo- 
sofía, la  ética,  han  sido  reelegadas.  Tenemos  que  volverá 
forjar  a nuestros  médicos  en  la  tradición  hipocrática  y 
por  que  no  betancina  en  una  formación  integral  en  los 
aspectos  técnicos  así  como  también  humanistas. 

Ahora  bien,  necesitamos  una  Asociación  vigorosa, 
unida,  ustedes  y nosotros.  Para  luchar,  además  para  equi- 
parar los  fondos  de  Medicaid  a los  demás  Estados  y que 
entren  al  campo  privado  de  la  industria;  para  continuar  el 
proceso  que  inició  el  Dr.  Gerardo  S.  Martorell,  al  que 
felicito  por  su  activismo,  en  pos  de  un  mejor  índice  geo- 
gráfico para  los  pagos  de  Medicare.  Si  pagamos  lo  mismo 
que  los  demás  estados  el  Seguro  Social  y nuestro  costo  de 
vida  es  más  alto,  no  puede  haber  diferencias.  Con  nada 
menos  nos  vamos  a conformar. 

Aquí  estamos  con  la  lanza  simbólica  del  Quijote. 
Aunque,  en  nuestras  flaquezas  escuchamos  la  voz  de 
Sancho,  que  nos  endilga  “más  bueno  era  vuestra  merced 
para  predicador  que  para  caballero  andante”,  Sancho  es 
vencido  por  la  voz  potente  de  nuestro  fundador, 
Dr.  Quevedo  Báez,  quien  nos  dice  en  la  convocatoria 
para  la  fundación  de  la  Asociación:  “para  ella  necesi- 
tamos hombres  (y  añado:  mujeres)  de  voluntad,  de  pensa- 
miento decidido  y sinceramente  devotos  de  esa  idea”. 

Con  eso  pueden  contar,  para  juntos  volver  a tener  el 
sueño  vital  que  tuvieron  nuestros  antecesores  que  fue  j 
creativo:  para  derrotar  al  sueño  de  la  complacencia,  la  | 
anarquía,  del  individualismo,  a todas  luces  negativo.  ¡ 

Hacia  eso  vamos  - ustedes  y nosotros.  ' 

Muchas  gracias. 
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Nació  en  Cabo  Rojo  en  el  año  1934,  recibiendo  su 
educación  primaria  y secundaria  en  su  pueblo  natal. 
Se  trasladó  muy  joven  a México  donde  estudió  sus  cursos 
de  pre-médica  en  el  Colegio  Franco-Español  del  Distrito 
Federal  y en  la  Escuela  Preparatoria  de  la  Universidad 
Autónoma  de  Guadalajara;  terminando  su  Bachillerato 
en  Ciencias  en  esta  última  en  1953.  Comenzó  estudios  en 
la  Facultad  de  Medicina  de  esta  Universidad  el  mismo 
año  y en  el  1957  marcha  a España  donde  se  graduó  de 
Médico  en  la  Universidad  de  Madrid  en  1958.  Regresó  a 
Puerto  Rico  a comenzar  su  internado  en  el  Hospital  de 
Damas  en  Ponce,  donde  luego  de  un  año  de  residencia  en 
Cirugía  General  en  el  Hospital  Auxilio  Mutuo  volvió  a 
hacer  su  residencia  en  Anestesiología  de  1960-62.  Al  ter- 
minar su  residencia  es  nombrado  Jefe  del  Departamento 
de  Anestesiología  del  Hospital  de  La  Concepción  de  San 
Germán,  puesto  que  ocupa  por  12  años.  Fundó  luego  un 
grupo  para  la  práctica  de  su  especialidad  que  termina 


luego  en  la  sociedad  profesional  que  actualmente  dirige: 
ROMAN,  D’CRUZ  & ASOCIADOS.  Para  el  1983  junto 
a un  grupo  de  médicos  funda  el  primer  centro  de  Cirugía 
Ambulatoria  Multidíscíplínarío  en  Puerto  Rico  en  la 
ciudad  de  Mayaguez,  donde  reside  desde  1982.  Fue  su 
Director  Médico  y Jefe  del  Departamento  de  Anestesio- 
logía por  5 años  logrando  la  acreditación  por  los  orga- 
nismos competentes  del  País  en  este  aspecto.  Funda  en 
1982,  un  Centro  para  Control  del  Dolor  actividad  que 
sigue  practicando  al  presente. 

En  términos  de  activismo  en  la  Asociación  Médica  de 
Puerto  Rico;  presidió  el  Comité  de  Relaciones  Públicas 
de  la  Sociedad  Médica  del  Distrito  Occidental  en  1983, 
siendo  miembro  del  Consejo  del  mismo  nombre  de  la 
Asociación  por  los  próximos  dos  años.  Lo  eligen  presi- 
dente de  esta  Sociedad  Distrital  en  1984,  posición  que 
ocupa  en  1985  y el  1986-87  preside  la  Cámara  de 
Delegados  de  la  Asociación  Médica  de  Puerto  Rico. 
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Durante  los  años  del  88  y 89  preside  el  Consejo  de  Rela- 
ciones Públicas  de  la  misma  Asociación  y es  nombrado 
Presidente  de  la  Junta  Editora  y Editor-Jefe  del  periódico 
oficial  de  la  organización.  Prensa  Médica.  En  el  1987 
presidió  el  Comité  Ad-Hoc  para  la  revisión  del  regla- 
mento de  la  Asociación  y perteneció  al  Consejo  Judicial 
durante  el  1989.  Fue  vice-presidente  y luego  Presidente  de 
la  Sociedad  de  Anestesiólogos  de  Puerto  Rico  hasta  el 
presente.  En  el  1989  es  nombrado  Presidente  Electo  de  la 
Asociación  Médica  de  Puerto  Rico  para  el  año  1990-91. 

En  el  terreno  académico  ha  sido  Profesor  Visitante  o 
Invitado  a lassiguientes  instituciones  o Países:  Escuela  de 
Medicina  de  la  Universidad  Autónoma  de  Guadalajara, 
México  en  1987;  Congreso  Nacional  de  Anestesiología  de 
México  en  ese  mismo  año;  II  Curso  Internacional  de 
Dolor,  de  la  Sociedad  Mexicana  para  el  Estudio  del 
Dolor  en  1988;  Sociedad  de  Anestesiología  de  la 
República  Dominicana  en  1989  y el  mismo  año  participó 
como  conferenciante  en  el  Conclave  del  8vo.  Distrito  de 
la  Sociedad  Americana  de  Anestesiología  en  Orlando, 
Florida.  Organizó  y dirigó  la  sección  de  Dolor  dentro  del 
Congreso  Meso-Americano  de  Anestesiología  celebrado 
en  Junio  de  1990,  en  la  ciudad  de  Mérida,  Yucatán, 
México.  Escribió  el  capítulo,  “El  Bloqueo  de  Bier  en  el 
Tratamiento  de  la  Distrofia  Simpática  Refleja”  para  el 
libro  en  publicación.  Dolor,  del  Dr.  Whizard.  Es 
Catedrático  Auxiliar  del  Departamento  de  Anestesio- 
logía de  la  Escuela  de  Medicina  de  la  Universidad  de 
Puerto  Rico  Ad-honorem. 

Ha  representado  y publicado  diferentes  trabajos  de 
investigación  clínica,  a saber:  “Experiencia  Clínica  con 
Ketamina”  en  el  Congreso  Nacional  de  Venezuela  en 
Caracas,  en  1972  y publicado  en  sus  memorias; 
“Ketamina  Endonasal  en  Anestesia  Pediátrica  Ambula- 
toria” junto  al  Profesor  Antonio  Aldrete  en  la  Asamblea 
Anual  de  la  Sociedad  Americana  de  Anestesiología  en 
Atlanta,  Georgia  en  1987  y publicado  en  el  suplemento  de 
la  Revista,  “Anesthesiology”;  “Buthorfhanol  por  vía 
Peridural”,  junto  al  Profesor  Aldrete  en  la  Revista 
Española  de  Anestesiología  del  otoño  de  1986  y Anal- 
gesia y Anestesia  Oftálmica  en  Cirugía  Ambulatoria  en  la 
Revista  Mexicana  de  Anestesiología  en  1987. 


Es  Profesor  Consultor  en  el  Programa  Cooperativo  de 
la  Facultad  de  Medicina  de  la  Universidad  Autónoma  de 
Guadalajara,  con  el  Departamento  de  Salud  de  Puerto 
Rico  para  estudiantes  nuestros  en  esa  escuela,  en  el 
Hospital  Sub-Regional  de  Aguadilla  y miembro  del 
Comité  de  Entrevistas  de  esta  Universidad  que  selec- 
cionan candidatos  entre  los  estudiantes  puertorriqueños 
para  ingresar  a su  Facultad  de  Medicina. 

Es  miembro  activo,  además  de  la  Asociación,  de  su 
sociedad  distrital  y de  la  sección  de  Anestesiología,  de  la 
Sociedad  Americana  de  Anestesiología,  Sociedad  Inter- 
nacional para  Investigaciones  en  Anestesia,  Sociedad 
Americana  de  Anestesia  Regional  y socio  fundador  de  la 
Sociedad  Americana  de  Anestesia  Ambulatoria. 

Pertenece  a la  Academia  de  Medicina  de  Dolor,  a la 
Academia  de  Manejo  de  Dolor  y a la  Academia  Europea 
de  Artes  y Ciencias. 

Casado  con  la  Sra.  Elizabeth  Cario  Ghigliotty  hace  32 
años,  tiene  5 hijos  y siete  nietos.  De  sus  hijos,  José  C.  es 
exitoso  Médico  Generalista;  Rosa  Isabel  es  Internista  y 
está  haciendo  un  “Fellow”  en  Neumología;  María 
estudia  maestría  en  Sicología  Clínica  en  México;  Carlos 
estudia  contabilidad  y el  más  pequeño.  Ernesto  es 
estudiante  de  Escuela  Superior  en  la  Universidad  Inter- 
americana  de  San  Germán. 


Cursos  Post-Graduados: 

Entre  los  cursos  post-graduados  más  importantes 
están  los  de:  “Terapia  de  Inhalación”  - Universidad  de 
Miami,  en  1965;  Anestesia  para  Cirugía  Cardíaca  con 
Circulación  Extracorpórea,  en  el  Centro  Médico  Nacional 
de  México  en  1975;  “Diagnóstico  y Control  de  Dolor”, 
en  Mason  Clinic  en  Seattle,  Washington  en  1984  y Curso 
Post-Graduado  de  Anestesiología  en  la  Universidad  de 
Nueva  York  en  1986. 

Ha  recibido  los  siguientes  reconocimientos: 

1 ) Ciudadano  del  Año  en  el  Campo  de  la  Medicina  para 
1987 

2)  Industrial  del  Año  en  el  Campo  de  Servicios  para 
1988. 
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EATING  RIGHT 
IS  HIGHLY 
LOGICAL. 


Recommendations; 

Eat  high-fiber  foods,  such 
as  fruits,  vegetables,  and 
whole  grain  products.  Eat 
fewer  high-fat  foods. 
Maintain  normal  body 
weight.  And  live  long 
and  prosper. 

CALI  THE  AMERICAN 
CANCER  SOCIETY  AT 
1-800-ACS-2345 
FOR  FREE  NUTRITION 
INFORMATION. 


AAAERICAN 
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YOCON* 

YOHIMBINE  HCI 


Dascriptlon:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwotfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  pmder, 
odorless.  Each  comprised  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohirr^lne 
Hydrochloride. 

Actfm:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors,  tts 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  aukmoinc  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease  ; 
sympathetic  (»1renergic)  activity.  It  is  to  be  noted  that  in  male  sSkual 
performance,  erection  is  linked  to  cholinef^  activity  ami  to  alph3»2  ad- 
renergic blockade  whidi  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both . 

Yohimbine  exerts  a simulating  action  on  the  mood  and  may  incnessa 
anxiety.  Such  actions  have  not  been  adequately  studied  or  relided  to  dosage 
although  they  appear  to  reipiire  high  doses  of  the  (hug . Yohimbtoe  has  a mild, 
anti-diuretic  action,  probably  via  stimulation  of  tqfpothalmic  centers  and 
release  of  posterior  piuttary  hormone 

Reportedly,  Yohimbine  exerts  nosignificant  influence  on  cardiacstimiita- 
tion  and  other  mediated  by  B-adrenergic  receptprs,  its  efMonbioed 
pressure,  if  any,  would  be  to  lower  it,  however  noadeqitate  studies  are  at  hand 
to  (piaidimte  this  effect  in  terms  of  Yohimbine  dosage. 

IwHcations:  Yocon«  is  indicated  as  a sympathicolytic  and  mydriatrc.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindintions:  Renal  diseases,  and  patient's  sensitive  to  tti  drug.  In 
view  of  the  limited  and  inadei)uate  information  at  hand,  no  préoM  tabulation 
can  be  offered  of  addWonai  contraindieahons . , 

Warnbig:  Genmally,  this  drug  is  not  proposed  for  use  In  females  and  certainly  i 
must  not  be  used  during  pregnancy.  Neither  is  this  mug  proposed  for  use  in 
pediatric,  gerMric  or  cardiorenal  patients  with  g^ric  or  duodenal  ulcer* 
history.  Nor  should  it  be  osed  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychMrw  patients  in  general. 

Advane  Reactions:  Yohimbine  readHy  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adianergic  btockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^’^  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  ^ 

Desago  and  Admlnistrathw:  Experimental  dosage  reported  in  treatment  of 

erectile  impotence. ' 3.4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 

or  nervousness.  In  the  evem  of  side  effects  dosage  to  be  reduced  to  Vt  tablet  3 

times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 

therapy  not  more  than  10  weeks.3 

How  Suppllod:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 

bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 

53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

21 9 County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


CARTAS  AL  EDITOR 


Deseamos  comunicarle  a todos  los  miembros  la 
renuncia  del  Dr.  Rafael  Villavicencio  a la  posición 
de  Presidente  de  la  Junta  Editora  del  Boletín  de  la 
Asociación  Médica  de  Puerto  Rico. 

El  doctor  Villavicencio  ocupó  esta  importante  posi- 
ción durante  los  pasados  diez  años.  Por  este  medio 
queremos  expresarle  nuestro  sincero  agradecimiento  por 
la  excelente  labor  que  rindiera  durante  ese  período.  Su 
sacrificio  y dedicación  ayudaron  a que  el  Boletín  se 
convíertiera  en  una  revista  de  prestigio  y gran  relevancia 
en  la  comunidad  médica.  No  será  fácil  sustituirle  en  esta 
importante  posición. 

A nombre  de  la  Asociación  Médica  le  extiendo 
nuestras  más  gratas  felicitaciones  al  doctor  Villavicencio 
por  su  excelente  labor,  que  tanto  ha  beneficiado  a la 
comunidad  médica  de  Puerto  Rico. 


José  C.  Román  de  Jesús,  M.D. 
Presidente 


Al  recibir  la  edición  de  diciembre  de  1990  me  enteré 
que  el  Dr.  Rafael  Villavicencio  se  retiraba  como 
Presidente  de  la  Junta  Editora  del  Boletín  de  la 
Asociación  Médica  de  Puerto  Rico,  luego  de  diez  fructí- 
feros años  de  labor  incansable.  El  trabajo  realizado 
durante  todos  esos  años  por  el  Dr.  Villavicencio 
redundó  en  una  mejoría  considerable  en  la  calidad  y pre- 
sentación de  la  única  Revista  Médica  mensual  que  se 
publica  en  nuestra  Isla.  Personalmente  he  sido  testigo  de 
la  dedicación  y sentido  de  responsabilidad  desplegada 
por  el  Dr.  Villavicencio  para  cumplir  con  el  compromiso 
contraido  y lograr  que  la  Revista  saliera  a circulación  a 
tiempo. 

Le  agradezco  al  Dr.  Villavicencio  la  oportunidad  de 
revisar  varios  trabajos  quirúrgicos  sometidos  para  publi- 
cación. Le  agradezco  de  igual  forma  aceptara  para  publi- 
cación varios  escritos  que  sometiera  durante  su  presi- 
dencia. 

Para  el  Dr.  Villavicencio  vayan  mis  más  gratas  felici- 
taciones por  una  labor  de  excelencia  en  pro  de  la  divulga- 
ción de  trabajos  de  investigación  y de  diversos  temas  de 
interés  para  la  clase  médica  de  Puerto  Rico. 

Deseándole  igual  éxito  en  sus  próximas  labores  como 
ciudadano,  médico  y educador  y expresándole  mi 
admiración. 

Respect  uosamente, 

/ 

o 3 

Enrique  Vázquez  Quintana,  M.D. 
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SOCIOS  NUEVOS 


Bebs  Elias,  Natalio  MD  - Escuela  de  Medicina  Univer- 
sidad de  Puerto  Rico,  1981.  Cirugía  Plástica  y Cirugía  de 
la  Mano.  Ejerce  en  Bayamón. 

Hernández  Ortiz,  Alfonso  A MD  - Escuela  de  Medicina 
Ponce  School  of  Medicine,  1985.  Psiquiatría.  Ejerce  en 
Ponce. 

Malavé  Bonilla,  Willie  Nelson  MD  - Escuela  de  Medicina 
Universidad  Central  del  Este,  República  Dominicana, 
1985.  Medicina  General.  Ejerce  en  Río  Piedras. 

Oms  Rivera,  Rafael  L MD  - Escuela  de  Medicina 
Universidad  del  Caribe,  Cayey,  1981.  Fisiatría.  Ejerce  en 
Trujillo  Alto. 

Otero  García,  Michael  MD  - Escuela  de  Medicina 
Universidad  Central  del  Caribe,  Cayey,  1985.  Anestesio- 
logía. Ejerce  en  Bayamón. 

Pérez  Gumá,  José  E MD  - Escuela  de  Medicina  San 
Juan  Bautista,  1983.  Obstetricia  y Ginecología.  Ejerce  en 
Bayamón. 

Rodríguez  Rodríguez,  Eddy  MD  - Escuela  de  Medicina 
Universidad  Católica  Madre  y Maestra,  República 
Dominicana,  1988.  Medicina  General.  Ejerce  en  Santurce. 


ACTIVO  NO  RESIDENTE 


Urrutia  Carpió,  Rubén  O MD  - Escuela  de  Medicina 
Universidad  de  Salamanca,  España,  1967.  Cirugía. 
Ejerce  en  Florida. 


INTERNO-RESIDENTE 


Colón  Pérez,  Miguel  A MD  - Escuela  de  Medicina  Ponce 
School  of  Medicine,  1983.  Medicina  Interna.  Ejerce  en 
Río  Piedras. 


REINGRESOS  ACTIVOS 


Málaga  Prado,  Nicolás  MD  - Escuela  de  Medicina 
Universidad  Nacional  de  San  Marcosk,  Lima,  Perú, 
1963.  Obstetricia  y Ginecología. 

Rodríguez  Pérez,  Carlos  O MD  - Escuela  de  Medicina 
Universidad  de  Madrid,  España,  1958.  Radiología. 
Ejerce  en  Río  Piedras. 
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NEW  PROCEDURE  OPENS  BLOCKED  FALLOPIAN 
TUBES,  OFFERS  HOPE  FOR  INFERTILE  WOMEN 


A new  Technology  may  give  hope  to  thousands  of 
women  who  are  unable  to  conceive  because  of  blocked 
fallopian  tubes,  says  a study  in  the  Journal  of  the 
American  Medical  Association. 

The  outpatient  procedure,  known  as  transcervical 
balloon  tuboplasty  (TBT),  is  similar  to  balloon  angio- 
plasty, a technique  used  in  the  treatment  of  blocked  coro- 
nary arteries.  Blocked  fallopian  tubes  “is  the  principal 
cause  of  25  percent  to  30  percent  of  female  infertility,” 
say  the  authors,  Edmond  Confino,  MD,  of  the  Center 
for  Human  Reproduction,  Mount  Sinai  Hospital 
Medical  Center,  Chicago,  111.,  and  colleagues. 

Seventy-seven  women  underwent  TBT  in  six  medical 
centers  (Mount  Sinai/Rush  Medical  College,  Chicago 
111.;  Yale  University  School  of  Medicine,  New  Haven, 
Conn.;  Methodist  Hospital,  Indianapolis,  Ind.;  Oklahoma 
University  Health  Sciences  Center,  Oklahoma  City; 
University  of  Maryland,  Baltimore;  and  University  of 
Southern  California,  Los  Angeles).  The  women  had  been 
unable  to  conceive  for  at  least  one  year  and  had  tubal 
occlusions  in  both  oviducts  confirmed  by  laparoscopy 
and  hysterosalpingogram.  The  average  age  of  the  women 
was  33  years  and  salpingitis  or  endometriosis  were  the 
most  frequent  causes  of  tubal  occlusion.  In  about  a third 
of  cases,  researchers  could  not  find  a cause  for  the 
blockages. 

The  women  underwent  TBT  in  an  outpatient  setting 
under  either  local  or  general  anesthesia.  Patients  reported 
discomfort  similar  to  that  of  hysterosalpingography. 
Thin  catheters  were  passed  through  the  cervical  canal  and 
uterus  and  into  the  fallopian  tubes.  Radiopaque  contrast 
medium  was  injected  and  X-rays  (hysterosalpingo- 
graphy) were  taken  to  confirm  tubal  blockages.  A 
balloon  catheter  was  inflated  at  the  site  of  occlusion. 
Ballooning  of  the  obstruction  was  repeated  until  patency 
was  restored. 

In  71  patients  (92  percent)  at  least  one  fallopian  tube 
was  reopened.  Eighteen  women  (23  percent)  had  one  tube 
successfully  recanalized  while  53  women  (69  percent)  had 


both  tubes  recanalized.  Failure  to  reopen  at  least  one 
tube  occurred  in  only  six  patients  (8  percent). 

Thirteen  of  the  original  77  women  who  underwent 
TBT  were  subsequently  found  to  have  deeper  blockages 
and  did  not  conceive.  Of  the  remaining  64  women,  22  (34 
percent)  became  pregnant.  Only  one  woman  experienced 
an  ectopic  pregnancy.  Pregnancy  rates  were  highest 
within  the  first  three  months  after  TBT.  Seventeen 
women  had  normal  deliveries  and  five  miscarried.... 

A noninvasive  procedure,  TBT  may  be  more  cost- 
effective  than  such  “competing  procedures”  as  microsur- 
gical  tuboplasty  and  in  vitro  fertilization,”  the  authors 
say. 

“An  analogy  with  other  medical  areas  where  balloon 
technology  has  replaced  surgical  procedures  would 
suggest  the  possibility  of  up  to  two  thirds  in  cost  savings,” 
they  conclude. 

JAMA  October  24,  1990 

WOMEN  WITH  HIV-I  DELIVER  SICKER  BABIES 


Infants  born  to  women  who  test  positive  for  the  AIDS 
virus  are  more  likely  to  be  premature,  underweight  and 
have  higher  mortality  rates  than  children  born  to  serone- 
gative women,  according  to  an  article  in  the  Journal  of  the 
American  Medical  Association.  The  study  of  4, 588  Haitian 
women  found  443  (9.7  percent)  were  seropositive  for  HIV 
type  1 , writes  Neal  A.  Halsey,  MD,  of  the  Department  of 
International  Health,  The  Johns  Hopkins  University, 
Baltimore,  Md.,  and  colleagues.  “At  12  months  of  age, 
23.4  percent  of  the  infants  born  to  women  who  were  HIV- 
1 seropositive  had  died  compared  with  10.8  percent  of  the 
infants  born  to  women  who  were  HIV-1  seronegative.” 
At  two  years,  the  mortality  rates  were  31.3  percent  and 
14.2  percent,  respectively.  “The  increased  efforts  to 
improve  childhood  survival  in  recent  years  should  not  be 
forgone  in  the  efforts  to  control  the  acquired  immunode- 
ficiency syndrome,”  they  write. 

JAMA  October  24,  1990 


INCIDENCE  OF  NON-A,  NON-B  HEPATITIS 
STABLE  BUT  SIGNIFICANT 


One-quarter  of  all  cases  of  acute  viral  hepatitis  may  be 
Non-A,  Non-B  hepatitis,  according  to  a study  in  the 
Journal  of  the  American  Medical  Association. 

“With  an  average  reported  incidence  of  seven  cases  per 
100,000  NANB  [Non-A,  Non-B]  hepatitis  represents  a 
significant  disease  load,  especially  considering  that  50 
percent  or  more  of  these  patients  may  develop  chronic 
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liver  disease,  irrespective  of  their  source  for  infection,” 
writes  Miriam  J.  Alter,  PhD,  of  Hepatitis  Branch, 
Division  of  Viral  and  Rickettsial  Diseases,  Centers  for 
Disease  Control,  Atlanta,  Ga.,  with  colleagues. 

The  study  surveyed  four  counties  from  October  1981 
through  September  1988  for  cases  of  NANB  hepatitis. 
The  counties  were  Jefferson  County,  Alabama;  Denver 
County,  Colorado;  Pinellas  County,  Florida;  and  Pierce 
County,  Washington.  Of  the  1,299  patients  identified 
with  acute  NANB  hepatitis,  1,157  (89  percent)  were 
located  and  interviewed. 

While  the  incidence  of  NANB  hepatitis  remained  rela- 
tively stable,  averaging  7.1  cases  per  100,000  population 
over  the  course  of  th  study,  there  were  “significant 
changes  in  disease  transmission  patterns,”  the  authors 
write. 

The  proportion  of  patients  with  a history  of  blood 
transfusion  declined  from  17  percent  to  six  percent,  but 
the  portion  with  a history  of  parenteral  drug  use 
increased  from  21  percent  to  42  percent,”  they  write.  The 
portion  of  patients  with  histories  of  sexual  exposure, 
household  exposure,  occupational  exposure  or  hemodia- 
lysis did  not  change  over  time. 

“The  average  incidence  of  NANB  hepatitis  was  com- 
parable in  whites  (6.2  per  100,000)  and  in  blacks  (6.5  per 
100,000),  but  the  incidence  was  four-fold  higher  in 
Hispanics  (26.8  per  100,000)  and  almost  two-fold  higher 
in  other  racial/ethnic  groups  (10.8  per  100,000),”  accor- 
ding to  the  study.  Pinellas  County  had  the  lowest  avarage 
of  cases  (3.8  per  100,000)  and  Denver  County  had  the 
highest  average  (11.7  per  100,000). 

' In  an  effort  to  contribute  to  strategies  to  prevent 
NANB  hepatitis,  the  authors  examined  its  relationship  to 
hepatitis  C virus.  “Antibody  to  hepatitis  C virus  was 
found  in  45  percent  of  patients  within  six  weeks  of  onset 
of  illness  and  in  68  percent  of  patients  followed  up  for  at 
least  six  months,”  the  authors  found. 

“This  study  indicates  that  HCV  [hepatitis  C virus]  is 
responsible  for  the  majority  on  NANB  hepatitis  in  the 
United  States,”  the  authors  write.  “Most  cases  are  not 
associated  with  blood  transfusion,  and  only  half  have  a 
defined  parenteral  exposure.  Further  definition  of  the 
role  of  sexual  transmission  and  inapparent  sources  of 
infection  is  needed  to  develop  preventive  measures  that 
will  have  an  impact  on  disease  outside  of  the  transfusion 
setting.” 

JAMA  November  7.  ¡990 


ASPIRIN  ON  A FULL  STOMACH  MAY 
INCREASE  BLOOD  ALCOHOL  LEVELS 


colleagues.  A “fed”  state  in  this  study  meant  one  hour 
after  breakfast  was  eaten.  “Although  this  increase  is 
small,  it  can  be  of  clinical  significance  for  individuals 
driving  cars  or  operating  other  machinery  that  requires  a 
high  degree  of  mental  and  motor  coordination.”  In  the 
study,  five  healthy  men,  aged  30  to  45  years,  were  given 
breakfast  either  with  or  without  two  500  milligrams 
tablets  of  aspirin.  One  hour  later,  they  drank  200  milli- 
liters of  orange  juice  that  contained  9-to-14  percent 
alcohol.  “In  human  volunteers,  ingestion  of  1 gram  of 
aspirin  increased  both  the  peak  BAC  and  the  total  expo- 
sure to  ethanol,”  they  write. 

JAMA  November  ¡4,  1990 


HIV  INFORMATION  AND  TESTING  POLICY 
FOR  PREGNANT  WOMEN  AND  NEWBORNS 


All  pregnant  women  and  new  mother  should  receive 
information  about  the  HIV  epidemic  and  the  availability 
of  testing,  according  to  an  article  published  in  One  Journo! 
of  the  American  Medico!  Association.  The  Working 
Group  on  HIV  Testing  of  Pregnant  Women  and 
Newborns  recommends  a 10-point  policy  which  includes 
providing  information  about  the  disease  and  testing 
availability  through  various  media,  pretest  and  posttest 
counseling,  only  voluntary  testing  with  informed 
consent,  and  involvement  of  state  and  local  health 
departments  to  ensure  successful  policy  implementation. 
Other  recommendations  call  for  specialized  medical  and 
social  service  interventions  for  patients  who  test  positive, 
stronger  antidiscripiination  and  medical  confidentiality 
laws,  and  that  health  departments  establish  lab  proce- 
dure standars,  including  independently  drawn  second 
blood  specimens  to  confirm  positive  results.  “[A] 
comprehesive  policy  respon.se  to  controlling  the  HIV 
epidemic  requires  a broader  focus  than  we  have  adopted 
herein,”  the  authors  write.  “Any  comprehensive  policy 
must  address  the  needs  and  interests  of  men  as  well  as 
women,  and  must  address  the  root  of  the  problem  of  HI  V 
infection  in  women — drug  dependency  and  the  poverty 
and  social  isolation  that  make  the  use  of  drugs 
attractive.” 

JAMA  November  14.  ¡990 


PRE-EMPLOYMENT  DRUG  SCREENING 
EXAGGERATED  AS  A PREDICTOR  OF  BAD 
EMPLOYMENT  OUTCOME 


Men  who  eat,  take  aspirin  and  drink  alcohol  may  find 
themselves  drunker  than  usual,  according  to  a study 
published  in  the  Journo!  of  the  American  Medico! 
Association.  “[0]ur  data  show  that  use  of  aspirin 
increases  BACs  [Blood  Alcohol  Concentrations]  in 
humans  in  the  fed  state,”  writes  Risto  Roine,  MD,  of  the 
Alcohol  Research  and  Treatment  Center,  Veterans 
Administration  Medical  Center,  Bronx,  N.Y.,  with 


Claims  about  employee  accident  rates  and  perfor- 
mance levels  used  to  justify  pre-employment  drug 
screening  may  be  exaggerated,  according  to  a study 
published  in  the  Journo!  of  the  American  Medico! 
Association. 

“Drug  users  have  been  reported  to  be  involved  in  200 
percent  to  300  percent  more  industrial  accidents,  to 
sustain  400  percent  more  compensable  injuries,  and  to 
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use  1,500  percent  more  sick  leave,”  writes  Craig 
Zwerling,  MD,  PhD,  MPH,  from  the  Department  of 
Preventive  Medicine  and  Environmental  Health  at  the 
University  of  Iowa  College  of  Medicine,  Iowa  City,  Iowa, 
with  colleagues.  “The  findings  of  this  study  suggest  that 
many  of  the  claims  cited  to  justify  pre-employment  drug 
screening  have  been  exaggerated.” 

From  Sept.  24,  1986,  to  Jan.  6,  1989,  the  authors 
performed  urine  drug  screens  on  nearly  5,000  job  appli- 
cants at  the  U.S.  Postal  Service’s  Boston  Management 
Sectional  Center.  The  jobs  included  letter  carriers,  postal 
clerks,  computer-forwarding  system  clerks  and  main- 
tenance workers,  including  skilled  technical  workers. 

The  test  for  marijuana  was  sensitive  for  up  to  four 
weeks  after  use;  the  test  for  cocaine  was  sensitive  up  to  72 
hours  after  use.  Positive  tests  were  confirmed,  and  only 
the  confirmed  positives  were  reported. 

Of  the  2,537  new  hires,  2,229  (87.9  percent)  tested  nega- 
tive; 198  (7.8  percent)  were  confirmed  positive  for  mari- 
juana; 55  (2.2  percent)  confirmed  positive  for  cacaine; 
and  55  (2.2  percent)  confirmed  positive  for  other  non- 
therapeutic  drugs  or  multiple  drugs,  the  study  found. 
Men  in  this  study  were  more  likely  to  test  positive  for 
marijuana;  women  for  cocaine. 

The  authors  then  tracked  the  new  hires,  examining 
time  until  termination,  absence  rates,  time  until  first 
work-related  accident,  and  time  until  first  report  of  disci- 
plinary action. 

Employees  who  had  marijuana-positive  urine  samples 
had  55  percent  more  industrial  accidents,  85  percent 
more  injuries,  and  a 78  percent  increase  in  absenteeism, 
they  write.  Employees  who  had  cocaine-positive  urine 
samples,  had  a 145  percent  increase  in  absenteeism  and 
an  85  percent  increase  in  injuries.  While  people  who 
tested  positive  for  marijuana  ran  a higher  risk  of  involun- 
tary termination,  there  was  no  similar  association  for 
cocaine  positives. 

In  an  accompanying  editorial,  Eric  D.  Wish,  PhD,  of 
the  Center  for  the  Prevention  and  Control  of  Substance 
Abuse,  University  of  Maryland,  College  Park,  Md., 
points  out  that  “[t]he  postal  employees  in  the  sample 
were  classified  as  drug-involved  solely  on  the  basis  of  a 
single  pre-employment  urine  test.  The  study  provides  a 
measure  of  the  association  between  substance  abuse  and 
job  performance  only  if  one  defines  any  use  of  an  illicit 
drug  to  be  drug  abuse.” 

Wish  adds  “that  a single  pre-employment  drug  test  can 
differentiate  groups  of  persons  at  higher  risk  for  certain 
poor  job  behaviors.  One  suspects,  however,  that  if  the 
researchers  had  been  able  to  differentiate  employees  with 
chronic  drug  abuse  problems  from  those  who  were  infre- 
quent users,  the  observed  differences  in  job  performance 
would  have  been  larger. ..It  may  benefit  our  society  more 
to  invest  its  resource  in  testing  and  treating  the  over- 
whelming number  of  dysfunctional  drug  abiLsers  coming 
through  the  doors  of  the  criminal  justice  system  each  day, 
than  for  industry  to  try  to  use  its  limited  resources  to  find 
the  comparatively  small  number  of  recent,  mostly 
marijuana  users  in  primarily  law-abiding  employee 
populations.” 

JAMA  November  28.  1990 


PREGNANT  SUBSTANCE  ABUSERS 
SHOULD  NOT  BE  PROSECUTED 

Pregnant  substance  abusers  should  be  offered  treat- 
ment and  education,  not  face  court  intervention  and 
criminal  penalities,  according  to  a report  on  legal  inter- 
ventions during  pregnancy  published  in  iVit  Journal  of  the 
American  Medical  Association. 

Based  on  deliberations  of  the  AMA’s  Committee  of 
Medicolegal  Problems,  the  Board  of  Trustees’  report  was 
adopted  by  the  AMA’s  House  of  Delegates  in  June. 

“Ordinarily,  the  pregnant  woman,  in  consultation  with 
her  physician,  acts  in  all  reasonable  ways  to  enhance  the 
health  of  her  fetus,”  the  report  says.  “In  a limited  number 
of  situations,  however,  a pregnant  woman  may  reject  a 
medical  treatment  or  procedure  that  her  physician 
believes  would  benefit  the  health  of  her  fetus.” 

A woman  may,  for  instance,  refuse  a cesarean  section, 
or  she  may  take  illegal  drugs  during  her  pregnancy.  While 
a woman  who  carries  her  pregnancy  to  term  has  a “moral 
responsibility”  to  preserving  fetal  health,  that  responsibi- 
lity “does  not  necessarily  imply  a legal  duty  to  accept 
medical  procedures  or  treatments  in  order  to  benefit  the 
fetus,”  the  report  says. 

The  report  determines  that  “[jjudicial  intervention  is 
inappropriate  when  a woman  has  made  an  informed 
refusal  of  a medical  treatment  designed  to  benefit  her 
fetus.”  Because  few,  if  any  such  treatments  pose  no  risk  to 
the  woman,  such  intervention  abrogates  “her  right  to 
reject  personal  risk  and  replaces  it  with  the  physician’s 
evaluation  of  the  amount  of  risk  that  is  properly  accep- 
table. This  undermines  the  very  concept  of  informed 
consent.” 

The  report  acknowledges  the  possibility  of  “an  excep- 
tional circumstance,”  where  a treatment  that  poses  an 
insignificant  risk  to  the  woman,  entails  minimal  bodily 
invasion,  and  would  “prevent  substantial  and  irreversible 
harm”  to  the  fetus,  could  be  found.  Them,  “it  might  be 
appropriate  for  a physician  to  seek  judical  intervention.” 

In  general,  though,  the  physician  should  not  dictate  the 
woman’s  decision,  but  “provide  appropriate  informa- 
tion, such  that  the  pregnant  woman  may  make  an 
informed  and  thoughtful  decision,”  the  report  says. 
Physicians,  then,  “should  not  be  liable  for  honoring  a 
pregnant  woman’s  informed  refusal”  of  treatment. 

The  report  also  holds  that  it  is  inappropriate  to  subject 
women  to  criminal  sanctions  or  civil  liability  if  they 
engage  in  behavior  harmful  to  their  fetuses.  “Pregnant 
women  will  be  likely  to  avoid  seeking  prenatal  or  other 
medical  care  for  fear  that  their  physicians’  knowledge  of 
substance  abuse  or  other  potentially  harmful  behavior 
could  result  in  a jail  sentence  rather  that  proper  medical 
treatment,”  the  report  says. 

Instead,  “counseling,  psychiatric  treatment,  or  other 
support  services  would  probably  be  a more  appropriate 
response  than  criminal  punishment.  In  addition,  it  is  dif- 
ficult to  imagine  a situation  in  which  legal  rules  would  be 
the  best  policy  choice  as  legal  penalties  or  liability  may  be 
ultimately  detrimental,  rather  than  beneficial,  to  fetal 
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CURRENT  USE  OF  ESTROGEN  REPLACEMENT 
THERAPY  INCREASES  RISK  OF  BREAST  CANCER 


Post-menopausal  women  currently  using  estrogen 
replacement  therapy  may  have  a modestly  increased  risk 
of  breast  cancer,  according  to  a study  published  in  the 
Journal  of  the  American  Medical  Association.  “Overall, 
past  users  of  replacement  estrogen  were  not  at  increased 
risk  [of  breast  cancer],  including  even  those  with  more 
than  10  years  of  use,”  writes  Graham  A.  Colditz,  MD,  of 
the  Channing  Laboratory,  Department  of  Medicine, 
Brigham  and  Women’s  Hospital,  Boston,  Mass.,  with 
collegues.  “However,  the  risk  of  breast  cancer  was  signifi- 
cantly elevated  among  current  users.”  The  data  was 
collected  from  the  Nurses’  Health  Study  among  post- 
menopausal women  between  1 976  and  1986.  The  authors 
found  722  cases  of  breast  cancer  during  the  367,187 
person-years  of  follow-up.  “These  data  suggest  that  long- 
term past  use  of  estrogen  replacement  therapy  is  not 
related  to  risk  of  breast  cancer  but  that  current  use  may 
modestly  increase  risk,”  they  write. 

JAMA  November  28.  1990 


COMBINED-DISEASE  DEATH  RATES  HIGHEST 
IN  MICHIGAN,  LOWEST  IN  HAWAII 


Michigan  residents  have  the  highest  death  rates  in  the 
nation  from  nine  chronic  diseases,  according  to  a study 
published  in  the  Journal  of  the  American  Medical 
Association.  The  study,  done  by  Robert  A.  Hahh,  PhD, 
MPH,  of  the  Division  of  Surveillance  and  Epidemiologic 
Studies,  Centers  for  Disease  Control,  Atlanta,  Ga.,  with 
colleagues,  examined  1986  death  rates  from  conditions 
including  stroke,  diabetes,  female  breast  cancer,  color- 
ectal cancer  and  chronic  liver  disease.  The  nation 
averaged  427.4  deaths  per  100,000  population  for  the 
nine  conditions  combined  in  1986;  Michigan  averaged 
483.1  deaths  per  100,000  residents.  West  Virginia,  New 
York,  Ohio  and  Kentucky  rounded  out  the  five  states 
with  the  highest  above-average  rates.  Hawaii  had  the 
lowest  below-average  combined  rate,  with  304.7  death 
per  100,000.  North  Dakota,  Utah,  New  Mexico  and 
Minnesota  were  the  other  four  states  with  lowest  death 
rates. 

JAMA  November  28,  1990 


HEART  SURGERY  RISK  FACTORS  USED  TO 
ASSESS  QUALITY  OF  CARE 


Researchers  have  developed  a set  of  clinical  risk  factors 
they  say  can  be  used  to  identify  cardiac  surgical  centers 
“most  likely  to  have  serious  quality-of-care  problems,” 
according  to  an  article  published  in  the  Journal  of  the 
American  Medical  Association. 


The  study  of  28  New  York  State  hospitals  was  done  by 
Edward  L.  Hannan,  PhD,  of  the  Bureau  of  Health  Care 
Research  and  Information  Service,  New  York  State 
Health  Department,  with  colleagues.  “(The  study’s)  pri- 
mary purpose  is  to  develop  a method  for  assessing  the 
quality  of  care  provided  by  cardiac  surgical  centers,”  they 
write. 

The  authors  examined  all  surgical  reports  for  each  of 
New  York  State’s  7,596  adult  open  heart  surgical  patients 
discharged  during  the  first  six  months  of  1989.  Significant 
risk  factors  for  in-hospital  death  included:  age,  gender, 
previous  myocardial  infarction,  number  of  open  heart 
operations  in  previous  admission,  diabetes  requiring 
medication,  unstable  angina,  and  type  of  operation 
performed. 

About  five  present  of  the  patients  died  in  the  hospital 
during  their  admission  for  open  heart  surgery.  The 
authors  calculated  odds  ratios  for  each  risk  factor  by 
dividing  the  odds  of  a patient  with  a specific  risk  factor 
dying  with  the  odds  of  a patient  without  the  risk  factor 
dying  (all  other  risk  factors  being  held  constant). 

A patient  with  two  or  more  reoperations  was  five  times 
as  likely  to  die  than  a patient  with  no  reoperations,  they 
found.  Other  results  found  “ patients  receiving  a valve 
operation,  regardless  of  whether  they  also  receive  a CABG 
[Coronary  Artery  Bypass  Graft],  had  odds  1 .92  times  as 
high  of  dying  in  the  hospital  before  being  discharged  as 
patients  who  have  a CABG  only.” 

The  authors  then  compared  a hospital’s  expected 
mortality  rate  (based  on  the  risk  factors  presented  by 
patients)  to  that  hospital’s  crude  mortality  rate.  The 
researchers  found  four  hospitals  “had  significantly 
higher  mortality  rates  than  expected,  given  the  risk 
factors  of  their  patients.  Subsequent  site  visits  and 
medical  record  reviews  confirmed  that  these  facilities  had 
high  percentages  of  quality-of-care  problems  among 
cases  resulting  in  mortality.” 

A second  phase  of  the  study  factored  in  hospital  and 
surgeon  volumen.  “Hospital  volume  was  not  signifi- 
cant,” they  write.  “However,  surgeon  volume  proved  to 
be  a significant  variable,  with  higher-volume  surgeons 
having  lower  mortality  rates.” 

The  authors  say  they  hope  “this  information  will  result 
in  referrals  to  higher-volume  surgeons  and  perhaps  to 
some  voluntary  elimination  of  cardiac  surgery  by  sur- 
geons who  have  been  performing  only  a few  operations 
per  year  for  several  years.  Plans  for  improving  the  quality 
of  cardiac  surgery  in  the  state  also  include  continued  site 
visits,  medical  record  reviews,  and  dissemination  of 
information  to  hospitals,  surgeons,  and  referring  physi- 
cians.” 

JAMA  December  J,  1990 

THUMB-SUCKING,  OBJECT  ATTACHMENT 
CAN  BE  REMEDIED  IN  CHILDREN 

Like  the  Linus  character  in  the  cartoon  Peanuts,  there 
are  still  may  children  who  suck  their  thumbs  and  are 
attached  to  an  object.  However,  new  research  points  to  a 
way  to  get  these  Linus-like  children  to  simultaneously 
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Stop  thumb-sucking  and  lose  interest  in  their  “blanket” 
or  attachment  object. 

Writing  in  December’s  American  Journal  of  the 
Diseases  of  Children,  Patrick  Priman,  PhD,  from  the 
Department  of  Pediatric  Psychology,  Children’s  Hospital 
of  Philadelphia,  writes  that  eight  chronic  thumb-suckers 
over  the  age  of  five  and  strongly  attached  to  an  object 
were  successfully  treated  in  a program  utilizing  a taste 
solution  and  motivation. 

“The  treatment,  a taste-and  reward-based  combina- 
tion, eliminated  thumb-sucking  in  all  eight  children,”  the 
author  writes.  The  taste  solution  was  applied  once  in  the 
morning  and  once  in  the  evening,  as  well  as  once  every 
time  the  parent  noticed  a thumb-sucking  occurrence. 
Various  rewards  were  give  when  an  entire  day  passed 
without  an  observed  instance  of  thumb-sucking. 

Even  more  important.  Dr.  Priman  continues,  was  that 
treatment  for  thumb-sucking  led  seven  of  the  eight 
children  to  subsequently  lose  interest  in  his  or  her  attach- 
ment object. 

“This  study  provides  the  tentative  conclusion  that 
when  Linus  is  older  than  five  years,  otherwise  healthy. 


and  is  successfully  treated  for  thumb-sucking,  his  interest 
in  his  blanket  should  diminish  substantially.  He  may  not 
throw  it  away,  but  he  will  be  much  less  likely  to  haul  it 
around,”  writes  Dr.  Priman. 

Thumb-sucking  is  common  in  Western  cultures. 
Estimates  range  between  23  and  46  percent  for  children 
between  one  and  four  years  of  age. 

Many  thumb-sucking  children  also  are  attached  to  an 
object.  Thumb-sucking  in  children  over  age  five  can  lead 
to  complications  in  health  and  relationships  with  family 
and  friends.  Thumb-sucking  and  object  attachment, 
writes  the  author,  appear  to  ease  children’s  transition 
between  dissimilar  conditions  (e.g.,  with  caregivers- 
alone,  waking-sleeping,  high  arousal-low  arousal). 

Dr.  Priman  writes  it  is  important  to  note  that  thumb- 
sucking fulfills  and  important  function  for  some  children 
and  in  such  matters,  should  not  be  treated.  This  includes 
any  child  who  is  sick,  disturbed,  grieving,  injured, 
adamantly  opposed  to  treatment,  or  younger  than  five 
years  of  age.  “When  thumb-sucking  is  an  empty  habit, 
treatment  is  appropriate  even  if  habitual  attachment  is 
concurrently  practiced,”  the  authors  concludes. 


Some  People 
Commit  GhHlHiuse  Bel 
Their  Glid  Is  Eton  Bora 

According  to  the  surgeon  general,  smoking  by  a 
pregnant  woman  may  result  in  a child’s  premature 
birth,  low  birth  weight  and  fetal  injury.  If  that’s  not 
child  abuse,  then  what  is? 
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In  January  1978  a group  of  editors  from  some  major 
biomedical  journals  published  in  English  met  in 
Vancouver,  British  Columbia,  and  decided  on  uniform 
technical  requirements  for  manuscripts  to  be  submitted 
to  their  journals.  These  requirements,  including  formats 
for  bibliographic  references  developed  for  the  Vancouver 
group  by  the  National  Library  of  Medicine,  were 
published  in  three  of  the  journals  early  in  1979.  The 
Vancouver  group  evolved  into  the  International  Commi- 
ttee of  Medical  Journal  Editors  (ICMJE).  At  the  October 
1981  meeting  the  requirements  were  revised  slightly  and 
published  in  a second  edition  in  1982.  Since  then  the 
group  has  issued  several  separate  statements,  and  these 
have  been  incorporated  into  the  main  part  of  this,  the 
third,  edition. 

Over  300  journals  have  agreed  to  receive  manuscripts 
prepared  in  accordance  with  the  initial,  previously 
published,  requirements.  It  is  important  to  emphasize 
what  these  requirements  imply  and  what  they  do  not. 

Firstly,  the  requirements  are  instructions  to  authors  on 
how  to  prepare  manuscripts,  not  to  editors  on  publica- 
tion style.  (But  many  journals  have  drawn  on  these 
requirements  for  elements  of  their  publication  styles). 

Secondly,  if  authors  prepare  their  manuscripts  in  the 
style  specified  in  these  requirements,  editors  of  the  par- 
ticipating journals  will  not  return  manuscripts  for 
changes  in  these  details  of  style.  Even  so,  manuscripts 
may  be  altered  by  journals  to  conform  with  details  of 
their  own  publication  styles. 

Thirdly,  authors  sending  manuscripts  to  a participat- 
ing journals  should  not  try  to  prepare  them  in  accordance 
with  the  publication  style  of  that  journal  but  should 
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American  Medical  Association;  Ian  Munro,  M.B.;  The  Lancet:  Magne 
Nylenna,  M.D.;  Tidskrift  for  Den  Norske  Laegeforening;  Roy  Rada, 
M.D.;  Index  Medicas:  Arnold  S.  Reiman,  M.D.;  New  England  Journal  of 
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^ Citations  of  this  document  should  be  to  one  of  the  sources  listed 
below:  INTERNATIONAL  COMMITTEE  OF  MEDICAL 
JOURNAL  EDITORS.  Uniform  requirements  of  manuscripts 
submitted  to  biomedical  journals.  Ann  Intern  Med.  l9fiS:  108:258-265 
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follow  the  “Uniform  Requirements  for  Manuscripts 
Submitted  to  Biomedical  Journals.” 

Nevertheless,  authors  “must  also  follow  the  instruc- 
tions to  authors  in  the  journal  as  to  what  topics  are 
suitable  for  that  journal  and  the  types  of  papers  that  may 
be  submitted  (for  example,  original  articles,  r/views,  case 
reports).  In  addition,  the  journal’s  instructions  are  likely 
to  contain  other  requirements  unique  to  that  journal, 
such  as  number  of  copies  of  manuscripts,  acceptable 
languages,  length  of  articles,  and  approved  abbreviations. 

Participating  journals  are  expected  to  state  in  their 
instructions  to  authors  that  their  requirements  are  in 
accordance  with  “Uniform  Requirements  of  Manuscripts 
Submitted  to  Biomedical  Journals”  and  to  cite  a 
published  version. 

This  document  will  be  revised  at  intervals.  Inquires  and 
comments  from  Central  and  North  America  about  these 
requirements  should  be  sent  to  Edward  J.  Huth,  M.D., 
Annals  of  Internal  Medicine,  4200  Pine  Street,  Philadelphia, 
PA  19104,  USA;  those  from  other  regions  should  be  sent 
to  Stephen  P.  Lock,  M.D.,  British  Medical  Journal, 
British  Medical  Association,  Tavistock  Square,  London 
WCIH  9JR,  United  Kingdom.  Note  that  these  two 
journals  provide  secretarial  services  for  the  International 
Committee  of  Medical  Journal  Editors;  they  do  not 
handle  manuscripts  intended  for  other  journals.  Papers 
intended  for  other  journals  should  be  sent  directly  to  the 
offices  of  those  journals. 

Summary  of  Requirements 

Type  the  manuscript  double  spaced,  including  title 
page,  abstract,  text,  acknowledgments,  references,  tables, 
and  legends. 

Each  manuscript  component  should  begin  on  a new 
page,  in  the  following  sequence. 

Title  page 

Abstract  and  key  words 

Text 

Acknowledgments 

References 

Tables:  each  table,  complete  with  title  and  footnotes, 
on  a separate  page 

Legends  for  illustrations 

Illustrations  must  be  good-quality,  unmounted  glossy 
prints  usually  127  by  173  mm  (5  by  7 in.)  but  no  larger  han 
203  by  254  mm  (8  by  10  in.). 

Submit  the  required  number  of  copies  of  manuscript 
and  figures  (see  journal’s  instructions)  in  a heavy-paper 
envelope.  The  submitted  manuscript  should  be  ¡accompa- 
nied by  a covering  letter,  asdescribed  under  “Submission 
of  Manuscripts,”  and  permissions  to  reproduce  previously 
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published  materials  or  to  use  illustrations  that  may 
identify  human  subjects. 

Follow  the  journal’s  instruccions  for  transfer  of  copy- 
right. Authors  should  keep  copies  of  everything 
submitted. 

Prior  and  Duplicate  Publication 

Most  journals  do  not  wish  to  consider  for  publication  a 
paper  on  work  that  already  has  been  reported  in  a 
published  paper  or  is  described  in  paper  submitted  or 
accepted  for  publication  elsewhere.  This  policy  does  not 
usually  preclude  consideration  of  a paper  that  has  been 
rejected  by  another  journal  or  of  a complete  report  that 
follows  publication  of  a preliminary  report,  usually  in  the 
form  of  an  abstract.  When  submitting  a paper,  an  author 
should  always  make  a full  statement  to  the  editor  about 
all  submissions  and  previous  reports  that  might  be 
regarded  as  prior  or  duplicate  publication  of  the  same  or 
very  similar  work.  Copies  of  such  material  should  be 
included  with  the  submitted  paper  to  help  the  editor 
decide  how  to  deal  with  the  matter. 

Multiple  publication  — that  is,  the  publication  more 
than  once  of  the  same  study  results,  irrespective  of 
whether  the  wording  is  the  same — is  rarely  justified. 
Secondary  publication  in  another  language  is  one 
possible  justification,  provided  the  following  conditions 
are  met. 

(a)  The  editors  of  both  journals  concerned  are  fully 
informed;  the  editor  concerned  with  secondary 
publication  should  have  a photocopy,  reprint,  or 
manuscript  of  the  primary  version. 

(b)  The  priority  of  the  primary  publication  is  respected 
by  a publication  interval  of  at  least  two  weeks.» 

(c)  The  paper  for  secondary  publication  is  written  for  a 
different  group  of  readers  and  is  not  simply  a 
translated  version  of  the  primary  paper;  an  abbre- 
viated version  will  often  be  sufficient. 

(d)  The  secondary  version  reflects  faithfully  the  data  and 
interpretations  of  the  primary  version. 

(e)  A footnote  on  the  title  page  of  the  secondary  version 
informs  readers,  peers,  and  documenting  agencies 
that  the  paper  was  edited,  and  is  being  published,  for 
a national  audience  in  parallel  with  a primary  version 
based  on  the  same  data  and  interpretations.  A 
suitable  footnote  might  read  as  follows:  “This  article 
is  based  on  a study  first  reported  in  the  [title  of 
journal,  with  full  reference]”. 

Multiple  publication  other  than  as  defined  above  is  not 
acceptable  to  editors.  If  authors  violate  this  rule,  they 
may  expect  appropriate  editorial  action  to  be  taken. 

Preliminary  release,  usually  to  public  media,  of 
scientific  information  described  in  a paper  that  has  been 
accepted  but  not  yet  published  is  a violation  of  the 
policies  of  many  journals.  In  a few  cases,  and  only  by 
arrangement  with  the  editor,  preliminary  release  of  data 
may  be  acceptable,  for  example,  to  warn  the  public  of 
health  hazards. 

Preparation  of  Manuscript 

Type  the  manuscript  on  white  bond  paper,  216  by 


279  mm  (S'/j  by  1 1 in.)  or  ISO  A4(212  by  297  mm),  with 
margins  of  at  least  25mm  (1  in.)  Type  only  on  one  side  of 
the  paper.  Use  double  spacing  throughout,  including  title 
page,  abstract,  text,  acknowledgment,  references,  tables, 
asnd  legends  for  illustrations.  Begin  each  of  the  following 
sections  on  separate  pages;  title  page,  abstract  and  key 
words,  text,  acknowledgment,  references,  individual 
tables,  and  legends.  Number  pages  consecutively, 
beginning  with  the  title  page.  Type  the  page  number  in 
the  upper  or  lower  right-hand  corner  of  each  page. 

Title  Page 

The  title  page  should  carry  1)  the  title  of  the  article, 
which  should  be  concise  but  informative;  2)  first  name, 
middle  initial,  and  last  name  of  each  author,  with  highest 
academic  degree(s)  and  institutional  affiliation;  3)  name 
of  department(s)  and  institution(s)  to  which  the  work 
should  be  attributed;  4)  disclaimers,  if  any;  5)  name  and 
address  of  author  responsible  for  correspondence  about 
the  manuscript;  (6)  name  and  address  of  author  to  whom 
requests  for  reprints  should  be  addressed,  or  statement 
that  reprints  will  not  be  available  from  the  authors; 
7)  the  source(s)  of  support  in  the  form  of  grants,  equip- 
ment, drugs,  or  all  of  these;  and  8)  a short  running  head 
or  footline  of  no  more  than  40  characters  (count  letters 
and  spaces)  placed  at  the  food  of  the  title  page  and 
identified. 

Authorship 

All  persons  designated  as  authors  should  qualify  for 
authorship.  Each  author  should  have  participated  suffi- 
ciently in  the  work  to  take  public  responsibility  for  the 
content. 

Authorship  credit  should  be  based  only  on  substantial 
contributions  to  (a)  conception  and  design,  or  analysis 
and  interpretation  of  data;  (b)  drafting  the  article  or 
revising  it  critically  for  important  intellectual  content; 
and  on  (c)  final  approval  of  the  version  to  be  published. 
Conditions  (a),  (b),  and  (c)  must  all  be  met.  Participation 
solely  in  the  acquisition  of  funding  or  the  collection  of 
data  does  not  justify  authorship.  General  supervision  of 
the  research  group  is  also  not  sufficient  for  authorship. 
Any  part  of  an  article  critical  to  its  main  conclusions  must 
be  the  responsibility  of  at  least  one  author. 

A paper  with  corporate  (collective)  authorship  must 
specify  the  key  persons  responsible  for  the  article;  others 
contributing  to  the  work  should  be  recognized  separately 
(see  Acknowledgments  and  Other  Information). 

Editors  may  require  authors  to  justify  the  assignment 
of  authorship. 

Abstract  and  Key  Words 

The  .second  page  should  carry  an  abstract  of  no  more 
than  1 50  words.  The  abstract  should  state  the  purposes  of 
the  study  or  investigation;  basic  procedures  (selection  of 
study  subjects  or  experimental  animals,  observational 
and  analytic  methods);  main  findings  (give  specific  data 
and  their  statistical  significance,  if  possible);  and  the 
principal  conclusions.  Emphasize  new  and  important 
aspects  of  the  study  or  observations. 
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Below  the  abstract,  provide,  and  identify  as  such,  3 to 
10  key  words  or  short  phrases  that  will  assist  indexers  in 
cross-indexing  your  article  and  that  may  be  published 
with  the  abstract.  Use  terms  from  the  Medical  Subject 
Headings  (MeSH)  list  of  Index  Medicus;  if  suitable  MeSH 
terms  are  not  yet  available  for  recently  introduced  terms, 
present  terms  may  be  used. 

Text 

The  text  of  observational  and  experimental  articles  is 
usually  — but  not  necessarily — divided  into  .sections  with 
the  headings  Introduction,  Methods,  Results,  and 
Discussion.  Long  articles  may  need  subheadings  within 
some  sections  to  clarify  their  content,  especially  the 
Results  and  Discussion  sections.  Other  types  of  articles 
such  as  case  reports,  reviews,  and  editorials  are  likely  to 
need  other  formats.  Authors  should  consult  individual 
journals  for  further  guidance. 

Introduction:  State  the  purpose  of  the  article.  Summa- 
rize the  rationale  for  the  study  or  observation.  Give  only 
-strictly  pertinent  references, and  do  not  review  the  subject 
extensively.  Do  not  include  data  or  conclusions  from  the 
work  being  reported. 

Methods:  Describe  your  selection  of  the  observational 
or  experimental  subjects  (patients  or'  experimental 
animals,  including  controls)  clearly.  Identify  the  methods, 
apparatus  (manufacturer’s  name  and  address  within 
parenthesis  marks  [round  brackets]),  and  procedures  in 
sufficient  detail  to  allow  other  workers  to  reproduce  the 
results.  Give  references  to  established  methods,  including 
statistical  methods  (see  below);  provide  references  and 
brief  descriptions  for  methods  that  have  been  published 
but  are  not  well  known;  describe  new  or  substantially 
modified  methods,  give  reasons  for  using  them,  and 
evaluate  their  limitations.  Identify  precisely  all  drugs  and 
chemicals  used,  including  generic  name(s),  dose(s),  and 
route(s)  of  administration. 

Ethics:  When  reporting  experiments  on  human 
subjects,  indicate  whether  the  procedures  followed  were 
in  accordance  with  the  ethical  standards  of  the 
responsible  committee  on  human  experimentation 
(institutional  or  regional)  or  with  the  Helsinki  Declara- 
tion of  1975,  as  revised  in  1983.  Do  not  use  patients’ 
names,  initials,  or  hospital  numbers,  especially  in  any 
illustrative  material.  When  reporting  experiments  on 
animals  indicate  whether  the  institution’s  or  the  National 
Research  Council’s  guide  for,  or  any  national  law  on,  the 
care  and  use  of  laboratory  animals  was  followed. 

Statistics:  Describe  statistical  methods  with  enough 
detail  to  enable  a knowledgeable  reader  with  access  to  the 
original  data  to  verify  the  reported  results.  When 
possible,  quantify  findings  and  present  then  with 
appropriate  indicators  of  measurement  error  or  uncer- 
tainty (such  as  confidence  intervals).  Avoid  sole  reliance 
on  statistical  hypothesis  testing,  such  as  the  use  of  P 
values,  which  fails  to  convey  important  quantitative 
information.  Discuss  eligibility  of  experimental  subjects. 
Give  details  about  randomization.  Describe  the  methods 
for,  and  success  of,  any  blinding  of  observations.  Report 
treatment  complications.  Give  numbers  of  observations. 
Report  losses  to  observation  (such  as  dropouts  from  a 
clinical  trial).  References  for  study  design  and  statistical 


methods  should  be  to  standard  works  (with  pages  stated) 
when  possible  rather  than  to  papers  where  designs  or 
methods  were  originally  reported.  Specify  any  general- 
use  computer  programs  used. 

Put  general  descriptions  of  methods  in  the  Methods 
section.  When  data  are  summarized  in  the  Results 
section,  specify  the  statistical  methods  u.sed  to  analyze 
them.  Restrict  tables  and  figures  to  those  needed  to 
explain  the  argument  of  the  paper  and  to  assess  its 
support.  Use  graphs  as  an  alternative  to  tables  with  many 
entries;  do  not  duplicate  data  in  graphs  and  tables.  Avoid 
non-technical  uses  of  technical  terms  in  statistics,  such  as 
“random”  (which  implies  a randomizing  device), 
“normal,”  “significant,”  “correlation,”  and  “sample.” 
Define  statistical  terms,  abbreviations,  and  most  symbols. 

Results:  Present  your  results  in  logical  sequence  in  the 
text,  tables,  and  illustrations.  Do  not  repeat  in  the  text  all 
the  data  in  the  tables,  illustrations,  or  both;  emphasize  or 
summarize  only  important  observations. 

Discussion:  Emphasize  the  new  and  important  aspects 
of  the  study  and  the  conclusions  that  follow  from  them. 
Do  not  repeat  in  detail  data  or  other  material  given  in  the 
Introduction  or  the  Results  section.  Include  in  the 
Discussion  section  the  implications  of  the  findings  and 
their  limitations,  including  implications  for  future 
research.  Relate  the  observations  to  other  relevant 
studies.  Link  the  conclusions  with  the  goals  of  the  study 
but  avoid  unqualified  statement  and  conclusions  not 
completely  supported  by  your  data.  Avoid  claiming 
priority  and  alluding  to  work  that  has  not  been 
completed.  State  new  hypotheses  when  warranted,  but 
clearly  label  them  as  such.  Recommendations,  when 
appropriate,  may  be  included. 
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(a)  contributions  that  need  acknowledging  but  do  not 
justify  authorship,  such  as  general  support  by  a 
departmental  chairman;  (b)  acknowledgements  of  tech- 
nical help;  (c)  acknowledgments  of  financial  and 
material  support,  specifying  the  nature  of  the  support; 
(d)  financial  relationships  that  may  pose  a conflict  of 
interest. 

Persons  who  have  contributed  intellectually  to  the 
paper  but  whose  contributions  do  not  justify  authorship 
may  be  named  and  their  function  or  contribution 
described,  for  example,  “scientific  adviser,”  “critical 
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in  text,  tables,  and  legends  by  arabic  numerals  within 
parenthesis  marks.  References  cited  only  in  tables  or  in 
legends  to  figures  should  be  numbered  in  accordance 
with  a sequence  established  by  the  first  identification  in 
the  text  of  the  particular  table  or  illustration. 

Use  the  style  of  the  examples  below,  which  are  based  on 
the  formats  used  by  the  U.S.  National  Library  of 
Medicine  in  Index  Medicus.  The  titles  of  journals  should 
be  abbreviated  according  to  the  style  used  in  Index 
Medicus.  Consult  List  of  Journals  Indexed  in  Index 
Medicus.  published  annually  as  a separate  publication  by 
the  Library  and  as  a list  in  the  January  issue  of  Index 
Medicus;  also  see  the  list  of  journal  titles  and  abbreviated 
titles  at  the  end  of  this  document. 

Try  to  avoid  using  abstracts  as  references;  “unpublished 
observations”  and  “personal  communications”  may  not 
be  used  as  references,  although  references  to  written,  not 
oral,  communications  may  be  inserted  (within  paren- 
thesis marks)  in  the  text.  Include  among  the  references 
papers  accepted  but  not  yet  published;  designate  the 
journal  and  add  “in  press”  (within  parenthesis  marks). 
Information  from  manuscripts  submitted  but  not  yet 
accepted  should  be  cited  in  the  text  as  “unpublished 
observations”  (within  parenthesis  marks). 

The  references  must  be  verified  by  the  author(s)against 
the  original  documents. 

Examples  of  correct  forms  of  references  are  given 
below. 

Journals 

1.  Standard  Journal  Article  (List  all  authors  when  six 
or  less;  when  seven  or  more,  list  only  first  three  and 
add  et  al). 

You  CH,  Lee  KY,  Chey  RY,  Menguy  R.  Electrogas- 
trographic  study  of  patients  with  unexplained 
nausea,  bloating  and  vomiting.  Gastroenterology 
1980;  79:311-4 

2.  Corporate  Author 

The  Royal  Marsden  Hospital  Bone-Marrow  Trans- 
plantation Team.  Failure  of  syngeneic  bone-marrow 
graft  without  preconditioning  in  post-hepatitis 
marrow  aplasia.  Lancet  1977;  2:242-4 

3.  No  Author  Given 

Anonymous.  Coffee  drinking  and  cancer  of  the 
pancreas  [Editorial].  Br.  Med  J 1981;  283:628 

4.  Journal  Supplement 

Mastri  AR.  Neuropathy  of  diabetic  neurogenic 
bladder.  Ann  Intern  Med  1980;  92(2  Pt  2):316-8 
Frumin  AM,  Nussbaum  J,  Esposito  M.  Functional 
asplenia:  demostration  of  splenic  activity  by  bone 
marrow  scan  [Abstract].  Blood  1979;  54(Suppl  l):26a. 

5.  Journal  Paginated  by  Issue 

Seaman  WB.  The  case  of  the  pancreatic  pseudocyst. 
Hosp  Pract  1981;  16(Sep):24-5 

Books  and  Other  Monographs 

6.  Personal  Author(s) 

Eisen  HN.  Immunology:  and  introduction  to  mole- 
cular and  cellular  principles  of  the  immune  response. 
5th  ed.  New  York:  Harper  and  Row,  1974;  406 


7.  Editor,  Compiler,  Chairman  as  Author 

Dausset  J,  Colombani  J,  eds.  Histocompatibility 
testing  1972.  Copenhagen:  Munksgaard,  1973;  12-8 

8.  Chapter  in  a Book 

Weinstein  L,  Swartz  MN.  Pathogenic  properties  of 
invading  microorganisms.  In:  Sodeman  WA  Jr, 
Sodeman  WA,  eds.  Pathologic  physiology:  mecha- 
nisms of  disease.  Philadelphia:  WB  Saunders, 
1974;  457-72 

9.  Published  Proceeding  Paper 

DuPont  B.  Bone  marrow  transplantation  in  severe 
combined  immunodeficiency  wiht  an  unrelated 
MLC  compatible  donor.  In:  White  HJ,  Smith  R,eds. 
Proceedings  of  the  third  annual  meeting  of  the  Inter- 
national Society  for  Experimental  Hematology. 
Houston:  International  Society  for  Experimental 
Hematology,  1974;  44-6 

10.  Monograph  in  a Series 

Hunninghake  GW,  Gadek  JE,  Szapiel  SV,  et  al.  The 
human  alveolar  macrophage.  In:  Harris  CC,  ed. 
Cultured  human  cells  and  tissues  in  biomedical 
research.  New  York:  Academic  Press,  1980:54-6. 
(Stoner  GD,  ed.  Methods  and  perspectives  in  cell 
biology;  vol  1). 

11.  Agency  Publication 

Ranofsky  AL.  Surgical  operations  in  short-stay 
hospitals:  United,Sta tes- 1975.  Hyattsville,  Maryland: 
National  Center  for  Health  Statistics,  1978;  DHEW 
publication  no.  (PHS)78-I785,  (Vital  and  health 
statistics;  series  13;  no  34) 

12.  Dissertation  or  Thesis 

Cairns  RB.  Infrared  spectroscopic  studies  of  solid 
oxygen  [Dissertion].  Berkeley,  California:  University 
of  California,  1965.  156  p. 

Other  Articles 

13.  Newspaper  Article 

Shaffer  RA.  Advances  in  chemistry  are  starting  to 
unlock  mysteries  of  the  brain:  discoveries  could  help 
cure  alcoholism  and  insomnia,  explain  mental 
illness.  How  the  messengers  work.  Wall  Street 
Journal  1977  Aug  12:l(col  1),  l(Xcol  11). 

14.  Magazine  Article 

Roueche  B.  Annals  of  medicine:  the  Santa  Claus 
culture.  The  New  Yorker  1971  Sep  4:66-81 

Tables 

Type  each  table  double  spaced  on  a separated  sheet. 
Do  not  submit  tables  as  photographs.  Number  tables 
consecutively  in  the  order  of  their  first  citation  in  the  text 
and  supply  a brief  title  for  each.  Give  each  column  a short 
or  abbreviated  heading.  Place  explanatory  matter  in 
footnotes,  not  in  the  heading.  Explain  in  footnotes  all 
non  standard  abbreviations  that  are  used  in  each  table. 
For  footnotes,  use  the  following  symbols,  in  this 

sequence:  *,  t,  ];,  §,  II,  II,  **,  tt 

Identify  statistical  measures  of  variations  such  as 
standard  deviation  and  standard  error  of  the  mean. 

Do  not  use  internal  horizontal  and  vertical  rules. 

Be  sure  that  each  table  is  cited  in  the  text. 

If  you  use  data  from  another  published  or  unpublished 
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source,  obtain  permission  and  acknowledge  fully. 

The  use  of  too  many  tables  in  relation  to  the  length  of 
the  text  may  produce  difficulties  in  the  layout  of  pages. 
Examine  issues  of  the  journal  to  which  you  plan  to  submit 
your  paper  to  estimate  how  many  tables  can  be  used  per 
1000  words  of  text. 

The  editor,  on  accepting  a paper,  many  recommend 
that  additional  tables  containing  important  back-up  data 
too  extensive  to  publish  be  deposited  with  an  archival 
service,  such  as  the  National  Auxiliary  Publication 
Service  (NAPS)  in  the  United  States,  or  made  available 
by  the  authors.  In  that  event,  an  appropriate  statement 
will  be  added  to  the  text.  Submit  such  tables  for  consi- 
deration with  the  paper. 

Ilustrations 

Submit  the  required  number  of  complete  sets  of 
figures.  Figures  should  be  professionally  drawn  and 
photographed;  freehand  or  typewritten  lettering  is 
unacceptable,  instead  of  original  drawings,  roentgeno- 
grams, and  other  material,  send  sharp,  glossy  black-and- 
white  photographic  prints,  usually  127  by  173  mm 
(5  by  7in.)  but  no  larger  than  203  by  254  mm 
(8  by  10  in.).  Letters,  numbers,  and  symbols  should  be 
clear  and  even  throughout,  and  of  sufficient  size  that 
when  reduced  for  publication  each  item  will  still  be 
legible.  Titles  and  detailed  explanations  belong  in  the 
legends  for  illustrations,  not  on  the  illustrations  them- 
selves. 

Each  figure  should  have  a label  pasted  on  its  back 
indicating  the  number  of  the  figure, author  name, and  the 
top  of  the  figure.  Do  not  write  on  the  back  of  the  figures, 
or  scratch  or  mar  them  using  paper  clips.  Do  not  bend 
figures  or  mount  them  on  cardboard. 

Photomicrographs  must  have  internal  scale  markers. 
Symbols,  arrows,  or  letters  used  in  the  photomicrographs 
should  contract  with  the  background. 

If  photographs  of  persons  are  used,  either  the  subjects 
must  not  be  identifiable  or  their  pictures  must  be 
accompanied  by  written  permission  to  use  the  photograph. 

Figures  should  be  numbered  consecutively  according 
to  the  order  in  which  they  have  been  first  cited  in  the  text. 
If  a figure  has  been  published,  acknowledge  the  original 
source  and  submit  written  permission  from  the  copyright 
holder  to  reproduce  the  material.  Permission  is  required, 
irrespective  of  authorship  or  publisher,  except  for 
documents  in  the  public  domain. 

For  illustrations  in  color,  ascertain  whether  the  journal 
requires  color  negatives,  positive  transparencies,  or  color 
prints.  Accompanying  drawings  marked  to  indicate  the 
region  to  be  reproduced  may  be  useful  to  the  editor.  Some 
journals  publish  illustrations  in  color  only  if  the  author 
pays  for  the  extra  cost. 

Legends  for  Illustrations 

Type  legends  for  illustrations  double  spaced,  starting 
on  a separate  page,  with  arabic  numerals  corresponding 
to  the  illustrations.  When  symbols,  arrows,  numbers,  or 
letters  are  use  to  identify  parts  of  the  illustrations, 
identify  and  explain  each  one  clearly  in  the  legend. 


Explain  internal  scale  and  identify  method  of  staining  in 
photomicrographs. 

Units  of  Measurement 

Measurements  of  length,  weight,  and  volume  should  be 
reported  in  metric  units  (metre,  kilogram,  litre)  or  their 
decimal  multiples. 

Temperatures  should  be  given  in  degrees  Celsius. 
Blood  pressures  should  be  given  in  millimetres  of 
mercury. 

All  hematologic  and  clinical  chemistry  measurements 
should  be  reported  in  the  metric  system  in  terms  of  the 
International  System  of  Units  (SI).  Editors  may  request 
that  alternative  or  non-SI  units  be  added  by  the  author 
before  publication. 

Abbreviations  and  Symbols 

Use  only  standard  abbreviations.  Avoid  abbreviations 
in  the  title  and  abstract.  The  full  term  for  which  an 
abbreviation  stands  should  precede  its  first  use  in  the  text 
unless  it  is  a standard  unit  of  measurement 

Submission  of  Manuscripts 

Mail  the  required  number  of  manuscript  copies  in  a 
heavy-paper  envolope,  enclosing  the  manuscript  copies 
and  figures  in  cardboard,  if  necessary,  to  prevent  bending' 
of  photographs  during  mail  handling.  Place  photographs 
and  transparencies  in  a separate  heavy-paper  envelope. 

Manuscripts  must  be  accompanied  by  a covering  letter. 
This  must  include  (a)  information  on  prior  or  duplicate 
publication  or  submission  elsewhere  of  any  part  of  the 
work;  (b)  a statement  of  financial  or  other  relationships 
that  might  lead  to  a conflict  of  interest;  (c)  a statement 
that  the  manuscript  has  been  read  and  a approved  by  all 
authors;  and  (d)  the  name,  address,  and  telephone 
number  of  the  corresponding  author,  who  is  responsible 
for  communicating  with  the  other  authors  about 
revisions  and  final  approval  of  the  proofs.  The  letter 
should  give  any  additional  information  that  may  be 
helpful  to  the  editor,  such  as  the  type  of  article  in  the 
particular  journal  the  manuscript  represents  and  whether 
the  author(s)  will  be  willing  to  meet  the  cost  of 
reproducing  color  illustrations. 

The  manuscript  must  be  accompanied  by  copies  of  any 
permissions  to  reproduce  published  material,  to  use 
illustrations  or  report  sensitive  personal  information  of 
identifiable  persons,  or  to  name  persons  for  their 
contributions. 

Participating  Journals 

The  journals  listed  in  Table  1 are  those  that  notified  the 
ICMJE  of  their  willingness  to  consider  for  publication 
manuscripts  prepared  in  accordance  with  the  guideance 
given  in  the  second  (1982)  edition  of  the  Uniform 
Requirements  for  the  Submission  of  Manuscripts  to 
Biomedical  Journals.  Their  listing  here  does  not  imply 
that  they  endorse  this  present  version  (3rd)  of  “Uniform 
Requirements...”.  The  Index  Medicus  abbreviations  for 
journal  titles  are  given  within  square  brackets. 


40 


Uniform  Requirements  for  Manuscripts... 


Bol.  Asoc.  Med.  P.  Rico  - Enero  1991 


Table  1 Journals  Participating  in  the  Uniform  Requirements  Agreement 


Acia  Medica  Colombiana  [Acta  Med  Colomb] 

Acta  Orihopaedica  Scandinavica  [Acta  Orthop  Scand] 

Acia  Paediatrica  Japónica  [Acta  Paediatr  Jpn  (Overseas)] 

Acta  Paediatrica  Scandinavica  [Acta  Paediatr  Scand] 

Acta  Pharmacologica  Sinica  [Acta  Pharmacol  Sin] 

Activox  [Activox] 

AIDS:  An  Internationa!  Bimonthly  Journal  [AIDS] 

American  Family  Physician  [Am  Fam  Physician] 

The  American  Journal  of  Cardiology  [Am  J Cardiol] 

The  American  Journal  of  Clinical  Nutrition  [Am  J Clin  Nutr] 
American  Journal  of  Diseases  of  Children  [Am  J Dis  Child] 

The  American  Journal  of  Emergency  Medicine  [Am  J Emerg  Med] 
American  Journal  of  Epidemiology  [Am  J Epidemiol] 

American  Journal  of  Hospital  Pharmacy  [Am  J Hosp  Pharm] 

The  American  Journal  of  Human  Genetics  [Am  J Hum  Genet] 

The  American  Journal  of  Medicine  [Am  J Med] 

American  Journal  of  Obstetrics  and  Gynecology  [Am  J Obstet  Gynecol] 
American  Journal  of  Optometry  and  Physiological  Optics 
[Am  J Optom  Physiol  Opt] 

The  American  Journal  of  Pathology  [Am  J Pathol] 

The  American  Journal  of  Psychiatry  [Am  J Psychiatry] 

The  American  Journal  of  Public  Health  [Am  J Public  Health] 

AJR:  American  Journal  of  Roentgenology  [Am  J Roentgenol] 

The  American  Journal  of  Surgery  [Am  J Surg] 

American  Review  of  Respiratory  Disease  [Am  Rev  Respir  Dis] 

The  American  Surgeon  [Am  Surg] 

Anaesthesia  [Anaesthesia] 

Anaesthesia  and  Intensive  Care  [Anaesth  Intensive  Care] 

Anesthesia  and  Analgesia  [Anesth  Analg] 

Annals  of  Clinical  Biochemistry  [Ann  Clin  Biochem] 

Annals  of  Clinical  and  Laboratory  Science  [Ann  Clin  Lab  Sci] 

Annals  of  Internal  Medicine  [Ann  Intern  Med] 

The  Annals  of  Otology,  Rhinology  and  Larynogology  [Ann  Otol  Rhinol 
Laryngol] 

Annals  of  the  Rheumatic  Diseases  [Ann  Rheum  Dis] 

The  Annals  of  the  Royal  College  of  Physicians  and  Surgeons^  Canada 
[Ann  R Coll  Physicians  Surg  Can] 

Annnals  of  the  Royal  College  of  Surgeons  of  England  [Ann  R Coll 
Surg  Engl] 

Annals  of  Surgery  [Ann  Surg] 

The  Annals  of  Thoracic  Surgery  [Ann  Thorac  Surg] 

Annals  of  Tropica!  Paediatrics  [Ann  Trop  Paediatr] 

Archives  of  Dermatology  [Arch  Dermatol] 

Archives  of  Disease  in  Childhood  [Arch  Dis  Child] 

Archives  of  General  Psychiatry  [Arch  Gen  Psychiatry] 

Archives  of  Internal  Medicine  [Arch  Intern  Med] 

Archives  of  Neurology  [Arch  Neurol] 

Archives  of  Ophthalmology  [Arch  Ophthalmol] 

Archives  of  Otolarynogology — Head  and  Neck  Surgery  [Arch 
Otolaryngol] 

Archives  of  Pathology  and  Laboratory  Medicine  [Arch  Pathol  Lab  Med] 
Archives  of  Surgery  [Arch  Surg] 

Archivos  de  Investigación  Médica  [Arch  Invest  Med  (Mex)] 

Arizona  Medicine  [Ariz  Med] 

Arteriosclerosis:  A Journal  of  Vascular  Biology  and  Thrombosis 
[Arteriosclerosis] 

Australasian  Journal  of  Dermatology  [Australas  J Dermatol] 
Australian  and  New  Zealand  Journal  of  Medicine  [Aust  NZ  J Med] 
Australian  and  New  Zealand  Journal  of  Ophthalmology  [Aust  NZ  J 
Opthalmol] 

The  Australian  and  New  Zealand  Journal  of  Surgery  [Aust  NZ  J Surg] 
Australian  Family  Physician  [Aust  Fam  Physician] 

Australian  Journal  of  Hospital  Pharmacy  [Aust  J Hosp  Pharm] 
Australian  Orthoptic  Journal  [Aust  Orthopt  J] 

Australian  Paediatric  Journal  [Aust  Paediatr  J] 

Bangladesh  Journal  of  Child  Health  [Bangladesh  J Child  Health] 
Bibliothek  for  Laeger  [Bibl  Laeger] 

Biomedical  Bulletin  [Biomed  Bull] 

Boletín  de  Asociación  Médica  de  Puerto  Rico  [Bol  Asoc  Med  PR] 
Boletín  Médico  del  Hospital  Infantil  de  Mexico  [Bol  Med  Hosp  Infant  Mex] 
Bordeaux  Medical  [Bord  Med] 

Brain  and  Development  [Brain  Dev] 

British  Dental  Journal  [Br  Dent  J] 


British  Heart  Journal  [Br  Heart  J] 

British  Homoeopathic  Journal  [Br  Homoeopath  J] 

British  Journal  of  Anaesthesia  [Br  J Anaesth] 

British  Journal  of  Industrial  Medicine  [Br  J Ind  Med] 

British  Journal  of  Occupational  Therapy  [Br  J Occup  Ther] 

British  Journal  of  Ophthalmology  [Br  J Ophthalmol] 

British  Journal  of  Pain  [Br  J Pain] 

British  Journal  of  Rheumatology  [Br  J Rheumatol] 

British  Journal  of  Surgery  [Br  J Surg] 

British  Medical  Bulletin  [Br  Med  Bull] 

British  Medical  Journal  [Br  Med  J] 

Bulletin  of  the  Medical  Library  Association  [Bull  Med  Libr  Assoc] 
British  Osteopathic  Journal  [Br  Osteopath  J] 

Bulletin  of  the  World  Health  Organization  [Bull  WHO] 

Canadian  Family  Physician[  Can  Fam  Physician] 

Canadian  Journal  of  Anaesthesia  [Can  J Anaesthes] 

Canadian  Journal  of  Comparative  Medicine  [Can  J Comp  Med] 
Canadian  Journal  of  Public  Health  [Can  J Public  Health] 

Canadian  Journal  of  Surgery  [Can  J Surg] 

Canadian  Medical  Association  Journal  [Can  Med  Assoc  J] 

Canadian  Veterinary  Journal  [Can  Vet  J] 

Cardiovascular  Research  [Cardiovasc  Res] 

Central  African  Journal  of  Medicine  [Cent  Afr  J Med] 

Cephalagia  [Cephalalgia] 

Chest  [Chest] 

Chinese  Journal  of  Anesthesiology  [Chin  J Anesthesiol] 

Chinese  Journal  of  Cardiovascular  Disease  [Chin  J Cardiovasc  Dis] 
Chinese  Journal  of  Dermatology  [Chin  J Dermatol] 

Chinese  Journal  of  Digestion  [Chin  J Dig] 

Chinese  Journal  of  Endocrinology  and  Metabolism  [Chin  J Endocrinol 
Metab] 

Chinese  Journal  of  Epidemiology  [Chin  J Epidemiol] 

Chinese  Journal  of  Experimental  Surgery  [Chin  J Exp  Surg] 

Chinese  Journal  of  Geriatology  [Chin  J Geriatol] 

Chinese  Journal  of  Hematology  [Chin  J Hematol] 

Chinese  Journal  of  Hospital  Administration  [Chin  J Hosp  Adm] 
Chinese  Journal  of  Industrial  Hygiene  and  Occupational  Disease  [Chin  J 
Ind  Hyg  Occup  Dis] 

Chinese  Journal  of  Infectious  Diseases  [Chin  J Infect  Dis] 

Chinese  Journal  of  Internal  Medicine  [Chin  J Intern  Med] 

Chinese  Journal  of  Medical  History  [Chin  J Med  Hist] 

Chinese  Journal  of  Medical  Laboratory  Technology  [Chin  J Med 
Lab  Technol] 

Chinese  Journal  of  Microbiology  and  Immunology  [Chin  J Microbiol 
Immunol] 

Chinese  Journal  of  Nephrology  [Chin  J Nephrol] 

Chinese  Journal  of  Neurology  and  Psychiatry  [Chin  J Neurol  Psychiatr] 
Chinese  Journal  of  Neurosurgery  [Chin  J Neurosurg] 

Chinese  Journal  of  Nuclear  Medicine  [Chin  J Nucl  Med] 

Chinese  Journal  of  Obstetrics  and  Gynecology  [Chin  J Obstet  Gynecol] 
Chinese  Journal  of  Oncology  [Chin  J Oncol] 

Chinese  Journal  of  Ophthalmology  [Ch\n  J Ophthalmol] 

Chinese  Journal  of  Organ  Transplantation  [Chin  J Organ  Transplant] 
Chinese  Journal  of  Orthopedics  [Chin  J Orthop] 

Chinese  Journal  of  Otolaryngology  [Chin  J Otolaryngol] 

Chinese  Journal  of  Pathology  [Chin  J Pathol] 

Chinese  Journal  of  Pediatric  Surgery  [Chin  J Pediatr  Surg] 

Chinese  Journal  of  Pediatrics  [Chin  J Pediatr] 

Chinese  Journal  of  Physical  Medicine  [Chin  J Phys  Med] 

Chinese  Journal  of  Physical  Therapy  [Chin  J Phys  Ther] 

Chinese  Journal  of  Plastic  Surgery  and  Burns  [Chin  J Plast  Surg  Burn] 
Chinese  Journal  of  Preventive  Medicine  [Chin  J Prev  Med] 

Chinese  Journal  of  Preventive  Medicine  [Chin  J Prev  Med] 

Chinese  Journal  of  Radiological  Medicine  and  Protection 
[Chin  J Radiol  Med] 

Chinese  Journal  of  Radiology  [Chin  J Radiol] 

Chinese  Journal  of  Stomatology  [Chin  J Stomatol] 

Chinese  Journal  of  Surgery  [Chin  J Surg] 

Chinese  Journal  of  Tuberculosis  and  Respiratory  Diseases 
[Chin  J Tuberc  Respir  Dis] 

Chinese  Journal  of  Urology  [Chin  J Urol] 

Chronic  Diseases  in  Canada  [Chronic  Dis  Can] 

Circulation  [Circulation] 
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Clínica  Chimica  Acta  [Clin  Chim  Acta] 

Clinical  Chemistry  [Clin  Chem] 

Clinical  and  Experimental  Optometry  [Clin  Exp  Optom] 

Clinical  Diabetes  [Clin  Diabet] 

Clinical  and  Investigative  Medicine  [Clin  Invest  Med] 

Clinical  Pediatrics  [Clin  Pediatr  (Phila)] 

Clinical  Pharmacology  and  Therapeutics  [Clin  Pharmacol  Ther] 
Clinical  Pharmacy  [Clin  Pharm] 

Clinical  Preventive  Dentistry  [Clin  Prev  Dent] 

Community  Dentistry  and  Oral  Epidemiology  [Community  Dent  Oral 
Epidemiol] 

Community  Medicine  [Community  Med] 

Cuadernos  de!  Hospital  de  Clínicas  [Cua  Hosp  Clin] 

Danish  Dental  Journal  [Dan  Dent  J] 

Danish  Medical  Bulletin  [Dan  Med  Bull] 

Diabetes  [Diabetes] 

Diabetes  Care  [Diabetes  Care] 

Diabetes  Journal  [Diabetes  J] 

Diabetologia  [Diabetologia] 

Diagnostic  Cytopathology  [Diagn  Cytopathol] 

Drug  Intelligence  and  Clinical  Pharmacy  [Drug  Intell  Clin  Pharm] 
Environmental  Medicine  [Environ  Med] 

European  Heart  Journal  [Eur  Heart  J] 

European  Journal  of  Cancer  and  Clinical  Oncology 
(Eur  J Cancer  Clin  Oncol] 

European  Journal  of  Clinical  Investigation  [Eur  J Clin  Invest] 
European  Journal  of  Respiratory  Diseases  [Eur  J Respir  Dis] 

European  Journal  of  Rheumatology  and  Inflammation 
[Eur  J Rheumatol  Inflamm] 

Eamily  Medicine  [Earn  Med] 

Family  Practice  Research  Journal  [Earn  Pract  Res  J] 

The  Finnish  Medical  Journal  [Finn  Med  J] 

Gastroenterology  [Gastroenterology] 

Gastrointestinal  Endoscopy  [Gastrointest  Endose] 

Genitourinary  Medicine  [Genitourin  Med] 

Geriatrics  [Geriatrics] 

Gut  [Gut] 

Hawaii  Medical  Journal  [Hawaii  Med  J] 

Health  Trends  [Health  Trends] 

Hellenike  Cheirougike  [Hell  Cheir] 

Helleniki  latrike  [Hell  latr] 

Hong  Kong  Medical  Technology  Association  Journal  [Hong  Kong  Med 
Technol  Assoc  J] 

Hospital  Pharmacy  [Hosp  Pharm] 
latrike  [latrike] 

Indian  Journal  of  Dermatology,  Venereology  and  Leprology  [Indian  J 
Dermatol  Venereol  Lepr] 

Indian  Journal  of  Gastroenterology  [Indian  J Gastroenterol] 

Indian  Journal  of  Urology  [Indian  J Urol] 

International  Disability  Studies  [Int  Disabil  Stud] 

International  Journal  of  Epidemiology  [Int  J Epidemiol] 
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conocer  el  desarrollo  histórico  de  tu  Asociación,  solicítalas 
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de  un  mejor  servicio  de  salud  para  Puerto  Rico. 
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721-6969  o escriba  al  apartado  9387,  Santurce,  Puerto  Rico 
00908 
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Columna  del  Editor^ 


Con  este  número  comenzamos  nuestra  labor  como  Presidente  de 
la  Junta  Editora,  honor  que  nos  ha  conferido  la  actual  junta 
directiva  del  la  AMPR  y su  Presidente  el  Dr.  José  Román  de  Jesús. 

Será  difícil  continuar  la  extraordinaria  labor  y excelencia  desplegada 
por  el  Dr.  Rafael  Villavicencio,  pasado  Presidente  de  la  Junta  Editora, 
quien  tras  10  años  de  asidua  dedicación  pasa  a retiro  de  esta  posición 
por  voluntad  propia,  y muy  a pesar  de  todos  los  miembros  de  nuestra 
Junta  Editora  quienes  hubiésemos  deseado  que  continuara  dirigiendo 
los  destinos  de  la  revista  científica  de  mayor  antigüedad  e interrumpida 
continuidad  en  la  américa  hispana. 

El  Dr.  Villavicencio  transformó  nuestra  revista  científica  en  loquees 
hoy  en  día.  A su  inigualable  labor  le  debemos  la  permanencia  de  su  acre- 
ditación internacional  y catalogación  en  Index  Medicus,  su  distribución 
a todos  los  miembros  de  la  AMPR  y los  estudiantes  de  medicina  del 
país,  y a múltiples  centros  del  orbe  científico  mundial.  Nuestra  Asocia- 
ción Médica  se  honró  con  sus  servicios  los  cuales  quedaran  registrados 
para  la  historia  en  los  mismos  ejemplares  del  Boletín  de  la  Asociación 
Médica  de  Puerto  Rico  que  él  editara  y que  fueran  “criaturas”  de  sus 
ser.  Para  nosotros  fue  “El  Médico  de  la  Década”.  El  nos  trajo  a esta 
Junta  Editora  y a él  le  debemos  nuestro  interés  por  la  continuidad  de  su 
éxito.  Sabemos  a plenitud  que  contaremos  con  su  ayuda  como  miembro 
de  la  junta  y eterno  colaborador. 

Este  número  presenta  excelentes  artículos  de  relevancia  e informa- 
ción médica  actualizada.  Destacamos  un  trabajo  sobre  la  fiebre 
amarilla  en  P.R.,  Muerte  por  Mosquitos:  La  epidemia  de  fiebre  amarilla 
en  San  Juan  de  P.R.  1804  - 1805,  por  el  Dr.  José  G.  Rigau  Pérez, 
quien  nos  permite  darle  relevancia  a nuestra  portada,  mostrando  los 
logros  de  un  gran  latinoamericano,  el  Dr.  Carlos  Einlay,  patólogo 
cubano  que  en  1881  demostró  que  el  “vómito  negro”  era  transmitido  de 
un  enfermo  a otro  por  la  picada  del  mosquito  Aedes  aegypti,  hecho  que 
fue  confirmado  20  años  después  por  los  médicos  de  la  comisión  norte- 
americana Reed,  Agramonte,  Carrol  y Lazear,  quienes  demostraron  la 
presencia  del  agente  causal  en  la  sangre  de  los  pacientes  durante  los 
primeros  tres  días  de  la  enfermedad,  comprobando  además  el  carácter 
de  su  filtrabilidad  a través  de  los  ultrafiltros. 

El  Dr.  Fermín  Sánchez  nos  presenta  un  estudio  de  relevancia  en 
diabéticos  insulinodependientes  adonde  nos  muestra  la  prevalencia  de 
enfermedad  tiroidea  entre  los  niños  diabéticos  por  él  seguidos  en  el 
Hospital  Universitario  Ramón  Ruíz  Arnau  de  Bayamón.  Confirma 
estudios  previos  realizados  por  nosotros  en  1975  en  una  población 
similar  de  la  región  oeste  de  Puerto  Rico,  levantando  una  vez  más  el 
alerta  que  todo  paciente  diabético  debe  vigilarse  y evaluarse,  por  lo 
menos,  una  vez  al  año  con  pruebas  de  función  tiroidea. 


La  Dra.  Nuri  Rodríguez  del  Valle  y colaboradores  nos  presentan  un 
trabajo  sobre  nichos  poco  usuales  en  las  infecciones  oportunísticas  por 
hongos,  desarrollado  en  el  Recinto  de  Ciencias  Médicas  de  la  Univer- 
sidad de  P.R.,  el  Museo  de  Arte  de  Ponce  y la  Compañía 
Schering/Plough,  Inc.,  de  Manatí. 

El  Dr.  John  M.  Flynn,  desde  el  mismo  recinto,  nos  trae  un  trabajo  de 
osteofitos  cervicales  como  causales  de  disfagia. 

El  Dr.  Hermann  Flax  nos  envía  desde  Washington  su  trabajo 
“Prospective  and  retrospective:  A glimpse  to  the  future”,  con  una 
panorámica  de  la  fisiatría. 

Conrado  W.  Asenjo,  MSIV  y el  Dr.  Carlos  Ramírez  Ronda  presenta 
su  trabajo  “Halophilic  infections:  Review”,  realizado  en  la  sección  de 
Enfermedades  Infecciosas  del  Hospital  de  Veteranos  y el  Recinto  de 
Ciencias  Médicas  de  la  Universidad  de  P.R.,  ofreciendo  una  amplia 
revisión  sobre  el  tema. 

El  Dr.  Enrique  Vázquez  Quintana  nos  presenta  la  problemática  de  las 
asociaciones  de  ex-alumnos  en  Puerto  Rico,  sus  posibles  causas  y 
perspectivas  por  mejorar  las  condiciones  económicas  y la  membresía  de 
las  mismas. 

Nuestra  sección  de  AMA  News  trae  información  de  relevancia  para 
nuestros  lectores  sobre  hipertensión,  diabetes,  hipercolesterolemia, 
cirugía  de  mama,  la  elevada  mortalidad  infantil  en  P.R.,  y un  nuevo  uso 
para  las  computadoras  en  los  centros  hospitalarios. 

La  Academia  Americana  de  Pediatría  nos  presenta  informes  muy 
pertinentes  sobre  los  brotes  de  sarampión  y las  salas  de  emergencia,  los 
niños  y la  guerra,  y el  anuncio  de  que  nuestra  Antonia  Coello  de  Novello 
será  la  invitada  principal  a la  sesión  de  primavera  de  la  Academia 
Americana  de  Pediatría  a celebrarse  en  San  Diego. 

La  colaboración  en  este  número  de  artículos  con  la  firma  de  tres 
miembros  de  nuestra  Junta  Editora,  los  Dres.  Rigau  Pérez,  Ramírez 
Ronda  y Flax,  nos  honran  por  su  aportación  científica,  además  de  por 
su  trabajo  editorial  y las  diversas  labores  de  continuidad  del  Boletín. 


¿Muestra  Portada 


“El  Triunfo  de  Finlay”,  de  Esteban  Valderrama,  obra  pictórica  cubana 
que  ha  llegado  a nuestras  manos  en  forma  de  una  reproducción  cortesía 
del  Dr.  Bartolomé  Arce  Hidalgo.  Carlos  Einlay,  eminente  patólogo 
cubano  nació  en  1833  y falleció  en  1915,  fue  el  primero  en  sospechar  la 
relación  entre  el  mosquito  Aedes  aegypti  y la  fiebre  amarilla,  indicando 
en  1881a  este  como  su  agente  vector.  La  comisión  norteamericana  que 
estudiara  la  enfermedad  20  años  después  confirmó  sus  hallazgos  vali- 
dando sus  conclusiones  y así  “su  triunfo”. 


ASQClACasl  MBOCA  DE  f^JEFITO  RCXD 
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Sociedades  de  Ex-Alumnos  en  Puerto  Rico 


En  general  las  sociedades  de  ex-alumnos  en 
Puerto  Rico  carecen  de  poder  o autoridad  para  influir 
en  su  Alma  Mater.  Las  instituciones  de  enseñanza  supe- 
rior tanto  a nivel  subgraduado  como  graduado  no  han 
podido  aglutinar,  desarrollar  y aprovechar  la  ayuda  que 
puede  brindar  una  sociedad  de  ex-alumnos  bien  organi- 
zada. 

La  participación  de  los  ex-alumnos  en  las  sociedades 
de  ex-alumnos  es  muy  limitada  y por  consiguiente  inefec- 
tiva. Esto  es  así  tanto  en  las  instituciones  públicas  como 
privadas.  Tomemos  como  ejemplo  la  Sociedad  de 
Médicos  Graduados  de  la  Escuela  de  Medicina  de  la 
Universidad  de  Puerto  Rico.  La  Escuela  de  Medicina  de 
la  Universidad  de  Puerto  Rico  ha  egresado  más  de  tres 
mil  médicos,  sin  embargo  la  Sociedad  de  Ex-alumnos 
solo  cuenta  con  menos  de  trescientos  miembros,  menos 
del  diez  porciento.  La  cuota  anual  es  de  solo  $50.00. 
Entre  las  actividades  que  realiza  está  la  Reunión  Acadé- 
mica Anual  donde  se  presentan  trabajos  de  investigación 
y clínicos  de  interés  general.  Se  realizan  además  activi- 
dades para  allegar  fondos  para  la  Escuela  de  Medicina 
que  se  utilizan  para  trabajos  de  investigación  por  parte  de 
los  estudiantes  de  medicina  y para  satisfacer  las  necesi- 
dades que  el  Decano  de  Medicina  crea  prudente. 

Las  razones  para  tan  pobre  participación  son 
múltiples.  Cabe  señalar  las  siguientes; 

1.  En  nuestra  Isla  no  existe  la  tradición  o sentido  de 
pertenencia,  de  ser  leal  a la  institución  que  nos  proveyó  la 
educación  y en  general  no  se  agradece  la  enseñanza 
recibida. 

2.  Los  estudiantes  egresados  del  sistema  público  con- 
frontan serios  problemas  durante  sus  años  de  formación 
y se  marchan  con  un  gran  antagonismo  hacia  la  institu- 
ción de  enseñanza. 

3.  Muchos  padres  egresados  de  la  misma  institución 
expresan  rencor  al  ver  que  sus  hijos  o familiares  no  son 
aceptados  para  estudiar  en  su  Alma  Mater,  en  la  mayoría 
de  las  ocasiones  tal  malestar  carece  de  fundamento. 

4.  Algunos  facultativos  creen  que  permanecer  traba- 
jando en  la  institución  es  la  mayor  aportación  que  pueden 
hacer  a su  Alma  Mater. 

5.  La  ley  de  contribuciones  sobre  ingreso  no  estimula 
la  donación  de  dinero  a instituciones  educativas  o carita- 
tivas. 


6.  Frecuentemente  los  administradores  universitarios 
en  posiciones  de  liderato  y autoridad  no  pertenecen  a la 
Sociedad  de  Graduados  de  la  Escuela  de  Medicina. 

7.  La  politización  excesiva  de  nuestra  Universidad 
promueve  la  poca  participación  de  los  egresados  no  per- 
tenecientes al  partido  en  el  poder  y evita  que  aporten  con 
donativos  a su  Alma  Mater. 

8.  El  aumento  en  el  número  de  estudiantes  que  ha 
experimentado  nuestra  Escuela  de  Medicina  ha  propi- 
ciado la  apatía  y una  pobre  participación  en  las  activi- 
dades de  la  Sociedad  de  Médicos. 

9.  Algunos  egresados  argumentan  que  la  Escuela  de 
Medicina  es  una  institución  pública  y por  ende  la  respon- 
sabilidad total  debe  recaer  en  el  gobierno. 

10.  En  Puerto  Rico  no  existe  mucha  gente  acaudalada 
que  aporte  cantidades  significativas  recurrentes  a las  ins- 
tituciones docentes. 

11.  No  existe  coordinación  y cooperación  entre  la 
administración  de  la  Escuela  de  Medicina  y su  Sociedad 
de  Ex-Alumnos. 

12.  Los  egresados  de  la  Escuela  de  Medicina  no  son 
escuchados  y sus  recomendaciones  no  son  ni  siquiera 
consideradas  en  la  mayoría  de  las  ocasiones.  El  ejemplo 
más  reciente  ocurrió  en  septiembre  de  1990. 

13.  No  se  han  creado  en  nuestra  Escuela  fondos  de 
donativos  (endowment  funds)  significativos  que  puedan 
generar  fondos  anuales  que  perpetúen  una  ayuda  econó- 
mica recurrente. 

14.  Somos  un  país  en  desarrollo  y los  pocos  dineros 
que  se  recaudan  anualmente  son  utilizados  inmediata- 
mente para  satisfacer  necesidades  apremiantes  de  nuestra 
Alma  Mater. 

Es  curioso  el  hecho  de  que  la  pobre  participación  de  los 
ex-alumnos  no  es  un  asunto  nuevo  o reciente.  Ya  el 
Profesor  Antonio  S.  Pereira  lo  había  señalado  en  su  obra 
Insularismo  en  el  1934.  Dice  el  Profesor  Pereira,  “nuestro 
estudiante  promedio  vive  agriamente  su  vida  colegial, 
defiende  sus  derechos  con  protestas  enérgicas,  no  disfruta 
sus  vísperas  de  hombre  y sale  amargado  de  las  aulas  para 
las  cuales  no  tiene  luego  un  amoroso  recuerdo.  El  norte- 
americano no  olvida  su  Alma  Mater  porque  en  ella  pasó 
los  mejores  años  de  su  juventud.” 

Las  universidades  de  Norte  América  han  logrado  la 
participación  efectiva  de  sus  ex-alumnos,  le  ofrecen 
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algunos  beneficios  a cambio  de  sus  aportaciones  y man- 
tienen lazos  afectivos  por  muchos  años  luego  de  terminar 
sus  estudios.  Las  sociedades  de  ex-alumnos  más  exitosas 
han  logrado  establecer  unas  cantidades  de  dinero  signifi- 
cativas y utilizan  los  intereses  que  dichos  fondos  pro- 
ducen para  ayudar  a su  Alma  Mater. 

Un  hecho  interesante  es  WARF  (Wisconsin  Alumni 
Research  Foundation).  Dicha  fundación  descubrió  y le 
dio  el  nombre  a warfarina,  patentizó  dicho  producto, 
creó  un  fondo  para  la  Universidad  de  Wisconsin  y aporta 
a la  universidad  los  intereses  provenientes  de  dichos 
fondos.  Esa  sigue  siendo  una  forma  de  allegar  fondos 
rápidamente  para  una  institución  académica.  Lamenta- 
blemente no  creo  que  podamos  realizar  un  descubri- 
miento mayor  en  un  tiempo  relativamente  corto  y que 
nos  provea  un  fondo  inicial  para  perpetuar  unos  ingresos 
recurrentes  para  nuestra  Alma  Mater. 

Nuestra  Escuela  de  Medicina  deberá  crear  un  fondo 
con  cantidades  significativas  provenientes  de  donativos 


que  generen  ingresos  recurrentes  anuales  que  puedan  ser 
utilizados  pero  manteniendo  el  fondo  inicial  intocable. 
Esto  obviamente  requiere  tengamos  confianza  absoluta 
en  los  presentes  administradores.  Algunas  universidades 
privadas  ya  han  creado  fondos  similares  para  proveer 
becas  a sus  alumnos. 

Nos  tomará  mucho  tiempo  cambiar  dicha  actitud  tan 
negativa  y poco  altruista,  particularmente  en  profesio- 
nales de  gran  poder,  no  solo  económico,  si  no  con  exce- 
lentes relaciones  e influencia  en  nuestra  sociedad.  Le  pre- 
guntaron a Mahatma  Gandhi  que  le  preocupaba  más  del 
mundo  en  que  vivía,  a lo  que  contestó  “la  dureza  de 
corazón  de  los  que  han  estudiado”. 


Enrique  Vázquez  Quintana,  M.D. 


AMCKNIHEB 


With  every  puff,  your  health  could  be  going  up  in  smoke. 

If  you’d  like  to  kick  the  habit  but  you  need  help,  call  your  local 

American  Cancer  Society.  i 

It  could  be  the  first  step  to  quitting  for  life.  TSSif? 
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Chairman  Department  of  Surgery 
New  England  Deaconess  Hospital 
Boston,  MA 


March  15-17,  1991 

Caribe  Hilton  Hotel 
San  Juan,  Puerto  Rico 


SOCIEDAD  PUERTORRIQUEÑA  DE  GASTROENTEROLOGIA 

DIGESTIVE  DISEASES  AT  THE  CARIBBEAN  VIII 

March  15  - 17, 1991  Caribe  Hilton  Hotel 


REGISTRATION 


Name 


Specialty 

Phone 

Address 

REGISTRATION  FEE: 

MAILING  ADDRESS 

Members 

$150  00 

c/0  Dr  Wilmer  Rodriguez 

Non-Members 

175  00 

Torre  San  Pablo  905 

Residents 

50  00 

Bayamón,  P R 00619 

THE  FIRST  ORAL  THIRD  GENERATION 
CEPHALOSPORIN  FOR  OTITIS  MEDIA* 


Once-Daily  Dosing  Maintains  Inhibitory  Drug 
Concentrations  Against  Important  Pathogens  in  Otitis  Media 

SUPRAX  Oral  Suspension  Provides  Outstanding  Clinical  and 
I Bacteriologic  Success  in  Otitis  Media"^'® 

Excellent  Clinical  Success  in  Otitis  Mediat 

191  of  215  Patients  Effectively  Treated  qd  or  bid  With  10-Day  Course  of 
SUPRAX  Oral  Suspension! 


88% 

89% 

25% 

RESULTS  AT  END  OF  THERAPY: 

IMPROVED 

31% 

CURE  was  defined  as  complete  resolution  of 
symptoms. 

63% 

CURED 

58% 

IMPROVED  was  defined  as  significant 
improvement  but  without  complete  resolution 
at  the  end  of  therapy.  Relapsed  patients  are 
not  counted  as  improved. 

qcl(n  = 64)  bid  (n  =151) 


The  Only  Cephalosporin  Indicated  for  (5-Lactamase  Producing 
Strains  of  Haemophilus  influenzae  and  Branhamella  catarrhalis 


The  Only  Once-a-Day  for  Otitis  Media 

Convenient  Dosing  and  Flexibility 

• 8 mg/kg  per  day  in  children  regardless  of  severity 
of  infection 

• Administered  once  or  twice  daily  with  or  without 
food 


* Due  to  susceptible  organisms.  Please  consult  Clinical  Studies  section 
of  brief  summary  for  limitations  on  usage. 

t Results  of  clinical  trials  in  infections  due  to  Haemophilus  influenzae, 
Branhamella  catarrhalis,  Streptococcus  pyogenes,  and  Streptococcus 
pneumoniae.  Please  consult  Clinical  Studies  section  of  brief  summary 
for  limitations  on  usage. 

+ Tablets  should  not  be  substituted  for  suspension  in  otitis  media. 


Reach  fora  Star 


NEW 

SUPRAX 

cefixime/Lederle 

Please  see  brief  summary  of 
Prescribing  Information  on  last  page. 


SUPRAX*  ccAxInM/Lederle 

BRIEF  SUMMARY,  Please  see  package  insert  for  full  Prescribing  Information 

INOKAnONSANO  USAGE 

Otitis  Media  caused  by  Haemophilus  influenzae  (beta-lactamase  positive  and  nega- 
tive strains).  Moraxella  (Branhamellal  catarrhalis.  (most  of  which  are  beta-lactamase 
positive),  and  Streptococcus  pyogenes  ' 

Note:  For  information  on  otitis  media  caused  by  Streptococcus  pneumoniae,  see 

CUNICAL  STUDIES  section 

Acute  Bronchitis  and  Acute  exacerbations  of  Chronic  Bronchitis  caused  by  Streptococ- 
cus pneumoniae  and  Haemophilus  influenzae  (beta-lactamase  positive  and  negative 
strains) 

Perform  culture  and  susceptibility  studies  to  determine  causative  organism  and  its  sus- 
ceptibility to  SUPRAX.  Therapy  may  begin  while  waiting  for  study  results  and  may  be 
adjusted  when-results  are  known 
Pharyngitis  and  Tonsillitis  caused  by  Streptococcus  pyogenes 
Note:  Penicillin  is  the  usual  drug  of  choice  in  the  treatment  of  Streptococcus  pyogenes 
infections,  including  the  prophylaxis  of  rheumatic  fever  SUPRAX  is  generally  effective  in 
the  eradication  of  S pyogenes  from  the  nasopharynx;  however,  data  establishing  the  effi- 
cacy of  SUPRAX  in  the  subsequent  prevention  of  rheumatic  fever  are  not  available 
Uncomplicated  Urinary  Tract  Infections  caused  by  Escherichia  coli  and  Proteus 
mirabilis. 

•Efficacy  for  this  organism  was  studied  in  fewer  than  ten  patients  with  otitis  media. 

CUNICAL  STUDIES 

In  clinical  trials  of  otitis  media  in  nearly  400  children  between  the  ages  of  6 months  to 
10  years.  Streptcxoccus  pneumoniae  was  isolated  from  47%  of  the  patients,  Haemophi- 
lus influenzae  from  34%.  Moraxella  IBranhamellal  catarrhalis  from  15%,  and  Streptococ- 
cus pyogenes  from  4% 

The  overall  response  rate  ot  Streptococcus  pneumoniae  to  cefixime  was  approximately 
10%  lower  and  that  of  Haemophilus  influenzae  or  Moraxella  IBranhamellal  catarrhalis 
approximately  7%  higher  ( 12%  when  beta-lactamase  positive  strains  of  H influenzae  are 
included)  than  the  response  rates  of  these  organisms  to  the  active  control  drugs 
In  these  studies,  patients  were  randomized  and  treated  with  either  cefixime  at  dose 
regimens  of  4 mg/kg  bid  or  8 mg/kg  qd,  or  with  a standard  antibiotic  regimen  Sixty-nine 
to  70%  of  the  patients  in  each  group  had  resolution  of  signs  and  symptoms  of  otitis 
mei^ia  when  evaluated  two  to  four  weeks  posttreatment,  but  persistent  effusion  was 
found  in  15%  of  the  patients  When  evaluated  at  the  completion  of  therapy,  17%  of 
patients  receiving  cefixime  and  14%  of  patients  receiving  effective  comparative  drugs 
( 18%  including  those  patients  who  had  Haemophilus  influenzae  resistant  to  the  control 
drug  and  who  received  the  control  antibiotic)  were  considered  to  be  treatment  failures 
By  the  two-  to  four-week  follow-up,  a total  of  30%-3l%  of  patients  had  evidence  of 
either  treatment  failure  or  recurrent  disease 


Bacteriological  Outcome  of  Otitis  Media  at  Two-  to  Four-Weeks  Posttherapy 
Based  on  Repeat  Middle  Ear  Fluid  Culture  or  Extrapolation  from  Clinical  Outcome 

Cefixime'^i  Cefixime'^i  Controfi^i 


Organism  4 mg/kg  bid  8 mg/kg  qd  drugs 


Streptococcus  pneumoniae 

48/70  (69%) 

18/22(82%) 

82/100 

(82%) 

Haemophilus  mfíuenzae 

beta-lactamase  negative 

24/34  (71%) 

13/17(76%) 

23/34 

(68%) 

Haemophilus  influenzae 

beta-lactamase  positive 

17/22  (77%) 

9/12(75%) 

I/IIDI 

Moraxella  IBranhamellal 

catarrhalis 

26/31  (84%) 

5/5 

18/24 

(75%) 

Streptococcus  pyogenes 

5/5 

3/3 

6/7 

All  Isolates 

120/162(74%) 

48/59(81%) 

130/166(78%) 

I'l  Number  eradicated/number  isolated 

ifi  An  additional  20  beta-lactamase  positive  strains  of  Haemophilus  influenzae  were  iso- 
lated. but  were  excluded  from  this  analysis  because  they  were  resistant  to  the  control 
antibiotic  In  nineteen  of  these  the  clinical  course  could  be  assessed,  and  a favorable 
outcome  occurred  in  10  When  these  cases  are  included  in  the  overall  bacteriological 
evaluation  of  therapy  with  the  control  drugs.  (40/185  (76%)  of  pathogens  were  consid- 
ered to  be  eradicated 

Tablets  should  not  be  substituted  for  suspension  when  treating  otitis  media 

CONTRAINDICATIONS 

Known  allergy  to  cephalosporins 

\UARNINGS 

BEFORE  THERAPY  WITH  SUPRAX  IS  INSTITUTED.  CAREFUL  INOUIRY  SHOULD 
BE  MADE  TO  DETERMINE  WHETHER  THE  PATIENT  HAS  HAD  PREVIOUS  HYPER- 
SENSITIVITY REACTIONS  TO  CEPHALOSPORINS.  PENICILLINS.  OR  OTHER  DRUGS. 
IF  THB  PRODUCT  IS  TO  BE  GIVEN  TO  PENICILUN-SENSITIVE  PATIENTS.  CAUTION 
SHOULD  BE  EXERCISED  BECAUSE  CROSS-HYPERSENSITIVITY  AMONG  BETA- 
LACTAM  ANTIBIOTICS  HAS  BEEN  CLEARLY  DOCUMENTED  AND  MAY  ÓCCUR  IN 
UP  TO  10%  OF  PATIENTS  WITH  A HISTORY  OF  PENICILLIN  ALLERGY.  IF  AN  ALLER- 
GIC REACTION  TO  SUPRAX  OCCURS.  DISCONTINUE  THE  DRUG.  SERIOUS.  ACUTE 
HYPERSENSITIVITY  REACTIONS  MAY  REOUIRE  TREATMENT  WITH  EPINEPHRINE 
AND  OTHER  EMERGENCY  MEASURES.  INCLUDING  OXYGEN.  INTRAVENOUS 
FLUIDS.  INTRAVENOUS  ANTIHISTAMINES.  CORTICOSTEROIDS.  PRESSOR  AMINES. 
AND  AIRWAY  MANAGEMENT.  AS  CLINICALLY  INDICATED. 

Administer  cautiously  to  allergic  patients 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora  of  the  colon  and 
may  permit  overgrowth  of  Clostridia  Studies  indicate  that  a toxin  produced  by  Clostri- 
dium difficile  IS  a primary  cause  of  severe  antibiotic-associated  diarrhea  including  pseu- 
domembranous colitis  Pseudomembranous  colitis  has  been  reported  with  the  use  of 
SUPRAX  and  other  broad-spectrum  antibiotics  (including  macrolides.  semisynthetic  peni- 
cillins. and  cephalosporins)  It  is  important  to  consider  this  diagnosis  in  patients  who 
develop  diarrhea  in  association  with  antibiotic  use  Symptoms  of  pseudomembranous 
colitis  may  occur  during  or  after  antitjiotic  treatment  and  may  range  in  severity  from  mild 
to  life  threatening  Mild  cases  usually  respond  to  drug  discontinuation  alone  Moderate- 
to-severe  cases  should  be  managed  with  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  is  not  relieved  by  drug  discontinuance,  or  when  it  is  severe,  oral  vanco- 
mycin IS  the  drug  of  choice  for  antibiotic -associated  pseudomembranous  colitis  pro- 
duced by  C difficile  Other  causes  of  colitis  should  be  excluded 
PRECAUTIONS 

General:  Prolonged  use  may  result  in  overgrowth  of  nonsusceptible  organisms  If  super- 
infection  occurs,  take  appropriate  measerres 
Carefully  monitor  patients  on  dialysis  Adjust  dosage  of  SUPR7\X  m patients  with  renal 
imp’airment  and  those  undergoing  continuous  ambulatory  peritoneal  dialysis  and 
hemodialysis  (See  DOSAGE  AND  ADMINISTRATION  ) 

Prescribe  cautiously  in  patients  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Drug  Interactions:  No  significant  drug  interactions  have  been  reported  to  date 


Drug/Laboratory  Test  Interactloru:  A false-positive  reaction  for  ketones  in  the  urine 
may  occur  with  tests  using  nitroprusside  but  not  with  those  using  nitroferricyanide 
SUPRAX  cefixime  administration  may  result  in  a false-positive  reaction  for  glucose  in 
the  urine  using  Clinitest***,  Benedict  s solution,  or  Fehling's  solution.  Use  glucose  tests 
based  on  enzymatic  glucose  oxidase  reactions  (such  as  Clinistix***  or  Tes-Tape***).' 

A false-positive  direct  Coombs  test  has  been  reported  during  treatment  with  other 
cephalosporin  antibiotics:  therefore,  it  should  be  recognized  that  a positive  Coombs  test 
may  be  due  to  the  drug 

Carclrsogencsls.  Mutagenesis.  Impairment  of  Fertility:  Although  no  lifetime  animal 
studies  have  been  conducted  to  evaluate  carcinogenic  potential,  no  mutagenic  potential 
of  SUPRAX  was  found  in  standard  laboratory  tests  Reproductive  studies  revealed  no  fer- 
tility impairment  in  rats  at  doses  up  to  125  times  the  adult  therapeutic  dose 
Usage  In  PregnarKy:  Pregnancy  Category  B Reproduction  studies  have  been  per- 
formed in  mice  and  rats  at  doses  up  to  400  times  the  human  dose  and  have  revealed  no 
evidence  of  harm  to  the  fetus  due  to  SUPRAX 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Because  ani- 
mal reproduction  studies  are  not  always  predictive  of  human  response,  this  drug  should 
be  used  during  pregnancy  only  if  clearly  needed 

Labor  and  Dellvety:  SUPRAX  has  not  been  studied  for  use  during  labor  and  delivery. 
Treatment  should  only  be  given  if  clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  SUPRAX  is  excreted  in  human  milk  Consider 
discontinuing  nursing  temporarily  during  treatment  with  this  drug 
Pedlatrk  Use:  Safety  and  effectiveness  of  SUPRAX  in  children  aged  less  than  6 months 
have  not  been  established 

The  incidence  of  gastrointestinal  adverse  reactions,  including  diarrhea  and  loose 
stools,  in  pediatric  patients  receiving  the  suspension,  was  comparable  to  adult  patients 
receiving  tablets 

ADVERSE  REACTIONS 

Most  adverse  reactions  observed  in  clinical  trials  were  of  a mild  and  transient  nature 
Five  percent  (5%)  of  patients  in  the  US  trials  discontinued  therapy  because  of  drug- 
related  adverse  reactions  Commonly  seen  adverse  reactions  in  US  trials  of  the  tablet  for- 
mulation were  gastrointestinal  events,  which  were  reported  in  30%  of  adult  patients  on 
either  the  bid  or  the  qd  regimen  Clinically  mild  gastrointestinal  side  effects  occurred  in 
20%  of  all  patients,  moderate  events  occurred  in  9%  of  all  patients,  and  severe  adverse 
reactions  occurred  in  2%  of  all  patients  Individual  event  rates  included  diarrhea  16%. 
loose  or  frequent  stools  6%.  abdominal  pain  3%.  nausea  7%.  dyspepsia  3%.  and  flatu; 
lence  4%  The  incidence  of  gastrointestinal  adverse  reactions,  including  diarrhea  and 
loose  stools,  in  pediatric  patients  receiving  the  suspension  was  comparable  to  adult 
patients  receiving  tablets 

Symptoms  usually  responded  to  symptomatic  therapy  or  ceased  when  SUPRAX  was 
discontinued 

Several  patients  developed  severe  diarrhea  and/or  documented  pseudomembranous 
colitis,  and  a few  required  hospitalization 
The  following  adverse  reactions  have  been  reported  following  the  use  of  SUPRAX 
Incidence  rates  were  less  than  I in  50  (less  than  2%).  except  as  noted  above  for  gastroin- 
testional  events 

Gastrointestinal:  Diarrhea,  loose  stools,  abdominal  pain,  dyspepsia,  nausea,  and  vom- 
iting Several  cases  of  documented  pseudomembranous  colitis  were  identified  during 
the  studies  The  onset  of  pseudomembranous  colitis  symptoms  may  occur  during  or 
after  therapy 

Hypersensitivity  Reactions:  Skin  rashes,  urticaria,  drug  fever,  and  pruritus 
Hepatk:  Transient  elevations  in  SGPT  SCOT  and  alkaline  phosphatase 
Renal:  Transient  elevations  in  BUN  or  creatinine 
Central  Nervous  System:  Headaches  or  dizziness 

Hemk  and  Lymphatic  Systems:  Transient  thrombocytopenia,  leukopenia,  and  eosino- 
philia  Prolongation  in  prothrombin  time  was  seen  rarely 
Other:  Genual  pruritus,  vaginitis,  candidiasis 
The  following  adverse  reactions  and  altered  laboratory  tests  have  been  reported  for 
cephalosporin-class  antibiotics 

Adverse  Reactions  Allergic  reactions  including  anaphylaxis.  Stevens-Johnson  syn- 
drome. erythema  multiforme,  toxic  epidermal  necrolysis,  superinfection.  renal  dysfunc- 
tion. toxic  nephropathy,  hepatic  dysfunction,  including  cholestasis,  aplastic  anemia, 
hemolytic  anemia,  hemorrhage 

Several  cephalosporins  have  been  implicated  in  triggering  seizures,  particularly  in 
patients  with  renal  impairment  when  the  dosage  was  not  reduced  (see  DOSAGE  AND 
ADMINISTRATION  and  OVERDOSAGE)  If  seizures  associated  with  drug  therapy  occur, 
discontinue  drug  Administer  anticonvulsant  therapy  if  clinically  indicated 
Abnormal  Laboratory  Tests  Positive  direct  Coombs  test,  elevated  bilirubin,  elevated 
LDH,  pancytopenia,  neutropenia,  agranulocytosis 
OVERDOSAGE 

Gastric  lavage  may  be  indicated,  otherwise,  no  specific  antidote  exists  Cefixime  is  not 
removed  in  significant  quantities  from  the  circulation  by  hemodialysis  or  peritoneal 
dialysis  Adverse  reactions  in  small  numbers  of  healthy  adult  volunteers  receiving  single 
doses  up  to  2 g of  SUPRAX  did  not  differ  from  the  profile  seen  in  patients  treated  at  the 
recommended  doses 

••Clinitest*  and  Clinistix*  are  registered  trademarks  of  Ames  Division.  Miles 

Laboratories.  Inc  Tes-Tape*  is  a registered  trademark  of  Eli  Lilly  and  Company 
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CLINICAL  STUDIES 


Anterior  Cervical  Osteophytes 
Causing  Dysphagia 

John  M.  Flynn,  MD,  FACS 


Abstract:  A review  of  the  literature  and  four  additional 

cases  of  surgical  excision  of  anterior  cervical  osteophytes 
causing  dysphagia  is  presented. 

Surgical  excision  of  the  osteophytes  is  recommended 
only  after  a complete  evaluation  to  rule  out  other  causes  of 
dysphagia  and  after  an  adequate  period  of  conservative 
therapy.  The  patients  must  be  advised  that  frequently  symp- 
toms will  recur  to  some  extent  as  time  progresses.  In 
patients  who  have  findings  consistent  with  diffuse 
idiopathic  skeletal  hyperostosis  (DISH  Syndrome)  recur- 
rence of  the  osteophyte  appears  to  be  more  common. 

Most  discussions  on  the  etiology  of  dysphagia  do  not 
include  disorders  of  the  cervical  spine.  Endosco- 
pists, however,  are  very  conscious  of  the  risk  of  esopha- 
geal perforations  in  patients  with  anterior  cervical  spur- 
ring with  the  use  of  the  rigid  esophagoscope. 

The  initial  description  of  anterior  cervical  osteophytes 
as  a cause  of  dysphagia  was  published  over  sixty  years 
ago  by  Mosher  ( 1 926).^^  Approximately  eighty  cases  have 
been  reported  since. 

Only  rarely  does  this  symptom  complex  occur. 
Cummings  (1945)^  in  an  analyses  of  100  cases  of 
esophageal  disease  mentions  only  one  case  of  compres- 
sion from  without  due  to  Hodgkins  disease.  Neumours- 
Auguste  and  Barog  (1960)^^  studied  3,000  cervical  spines 
with  degenerative  disease  and  only  six  cases  had 
dysphagia  caused  by  anterior  spurring.  Osbone,  Savage 
and  Strange  (1960)^“*  found  no  cases  of  dysphagia  due  to 
cervical  osteophytes  in  100  consecutive  patients.  Le  Roux 
(1962)'’  had  similar  findings  in  1,200  cases  of  dysphagia. 
It  is  thus  evident  that  although  »nterior  cervical  osteo- 
phytes are  frequent,  only  rarely  are  they  a cause  of 
dysphagia. 

Inglauer  (1938)'®  described  the  first  case  of  surgical 
excision  of  an  anterior  cervical  osteophyte  causing 
dysphagia.  There  have  been  thirty  surgical  reports 
published  in  the  English  literature. 


Associate  Professor.  Orthopaedic  Surgery,  University  of  Puerto  Rico. 
School  of  Medicine  & Chief  - Orthopaedia  Section  Veterans  Administra- 
tion Hospital.  San  Juan.  Puerto  Rico 


We  present  four  cases  (Table  1)  in  which  anterior 
cervical  osteophytes  were  the  cause  of  dysphagia. 
Surgical  excision  of  the  osteophytes  resulted  in  short  term 
relief  in  all  patients.  Two  examples  will  be  illustrated. 


Table  1 


Summary  of  Four  Surgical  Cases 


1 

II 

Ill 

IV 

Age 

66 

58 

60 

72 

Duration  of  Sx  prior  to 

initial  presentationJ  yrs. 

2 yrs. 

several 

5 yrs. 
months 

Symptoms: 

pain  on  swallowing 

+ 

+ 

-1- 

+ 

not  tolerate  liquids 

+ 

not  tolerate  solids 

+ 

+ 

sensation  lump  in  throat 

+ 

+ 

-t- 

choking  sensation 

+ 

decrease  ROM  C Spine 
X-rays: 

+ 

osteophyte  level 

C5  - 6 

C5  - 6 

C5  - 6 

C6  - 7 

evidence  of  DISH  syndrome 

-1- 

-1- 

recurrence  of  symptoms 

+ 

+ 

time  of  follow  up 

7 yrs. 

5 yrs.  5 mos. 

5 yrs.  4 mos. 

1 yr.  5 mos. 

Case  Reports 

Case  One 

Sixty-six  year  old  male  seen  at  the  ENT  clinic  with  a 
history  of  a sensation  of  something  deep  in  his  throat  and 
difficulty  swallowing  solids  of  three  years  duration. 
There  was  no  pain  when  he  swallowed.  His  only  com- 
plaint referrable  to  the  cervical  spine  was  mild  stiffness 
toward  the  end  of  the  day,  relieved  by  rest.  On  exam  he 
had  a normal  cervical  lordosis,  no  tenderness  and  his 
range  of  motion  was  slightly  limited  in  bending  and  rota- 
tion. Neurologic  exam  was  negative. 

Initial  X-rays  of  the  cervical  spine  (Fig.  1)  revealed 
spurring  and  bridging  of  the  anterior  vertebral  ligament 
of  the  entire  cervical  spine.  Prominent  anterior  osteo- 
phytes at  the  C5-C6  level.  X-rays  of  the  entire  spine  and 
sacroiliac  joints  were  compatible  with  a diagnosis  of 
diffuse  idiopathic  skeletal  hyperostosis,  (DISH  syndrome). 
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Figure  1.  Case  I Lateral  X-ray  of  cervical  spine,  on  initial  evaluation. 
Calcification  of  anterior  longitudinal  ligament  with  protuding  osteophyte 
at  C5  - C6  level.  Preservation  of  intervertebral  joint  spaces,  minimal 
changes  at  apophyseal  Joints. 


Figure  2.  Case  I.  Barium  swallow,  extrinsic  defect  produced  by  the 
anterior  cervical  osteophyte  with  thinning  of  the  barium  column.  There  is  a 
small  indentation  by  an  osteophyte  at  the  C2  - C3  level. 


Barium  swallow  (Fig.  2)  showed  an  extrinsic  defect  on 
the  cervical  esophagus  produced  by  the  anterior  osteo- 
phyte. The  rest  of  the  esophagus  was  within  normal 
limits.  There  was  no  evidence  of  hiatal  hernia  nor  gastro- 
esophageal reflux.  His  diet  was  modified  with  no  impro- 
vement. 

Two  months  later  he  underwent  excision  of  the  ante- 
rior osteophytes  of  the  cervical  spine  at  the  C5,  C6,  C7 
level  through  a left  anterolateral  cervical  approach. 

At  the  C2,  C3  level,  the  osteophytes  were  small, 
rounded  and  did  not  encroach  on  the  esophagus. 

The  day  following  surgery  he  no  longer  felt  something 
in  his  throat.  On  the  third  post  operative  day,  he  was  able 
to  swallow  solid  foods  with  no  difficulty. 

He  was  last  seen  seven  years  post  surgery  (Fig.  3 
and  4).  He  was  able  to  tolerate  a regular  diet  if  cut  into 
small  pieces  and  chewed  well.  He  choked  when  drinking 
liquids  quickly.  The  arthritic  pains  had  increased  and 
required  medication.  X-rays  revealed  that  the  osteophyte 
had  reformed.  On  the  barium  swallow  the  encroachment 
on  the  barium  column  appeared  less  than  on  the  preope- 
rative study.  The  patient  decided  against  further  surgery 
since  the  symptoms  were  not  severe  enough. 


Figure  3.  Case  I.  Lateral  X-ray  of  cervical  spine,  at  last  follow  up  visit. 
Small  prominence  at  C2  - C3  level.  Calcification  of  anterior  longitudinal 
ligament.  Osteophytes  at  the  C5  - C6  - T1  level  reformed. 
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Figure  4.  Case  I.  Barrium  Swallow,  at  last  follow  up  visit,  extrinsic 
defect  produced  by  anterior  cervical  osteophyte,  with  thinning  of  the 
barrium  column.  The  encroachment  on  the  esophagus  by  the  osteophyte  is 
less  than  on  preoperative  esophagogram  done  at  the  initial  evaluation. 


Case  Two 

Fifty-eight  year  old  male  with  progressive  dysphagia  of 
two  years  duration.  He  was  able  to  tolerate  liquids  well. 
There  was  no  sensation  of  choking  and  no  pain.  He  had 
noticed  a slight  weight  loss. 

He  was  initially  seen  at  the  ENT  Clinic,  physical  exam 
was  normal.  He  had  a full  range  of  motion  of  cervical 
spine.  Neurologic  exam  was  negative. 

Barium  swallow  revealed  anterior  cervical  osteophytes 
at  the  C5-C6  level  with  extrinsic  pressure  on  the 
esophagus.  X-rays  (Fig.  5 and  6)  of  the  cervical  spine 
revealed  degenerative  joing  disease  with  irregularity  of 
the  vertebral  bodies,  decrease  joint  space  and  a large 
anterior  osteophyte  at  the  C5-C6  level.  X-rays  of  the 
entire  vertebral  column  and  pelvis  were  not  compatible 
with  DISH  syndrome. 


Figure  5.  Case  II.  Lateral  X-rays  of  cervical  spine,  at  initial  evaluation. 
Severe  degenerative  joint  disease  with  irregularity  of  vertebral  bodies, 
decrease  Joint  space  and  a large  anterior  osteophyte  at  the  C5  - C6  level. 


Figure  6.  Case  II.  Oblique  X-rays  of  cervical  spine,  at  initial  visit.  Severe 
degenerative  Joint  disease  with  irregularity  of  vertebral  bodies,  decrease 
Joint  space  and  a large  anterior  osteophyte  at  the  CS  - C6  level. 


Figure  7.  Case  II.  Lateral  X-ray  of  cervical  spine.  Last  follow  up  visit. 
Degenerative  Joint  changes.  Calcification  of  the  longitudinal  ligament 
between  C2  - C3  and  C5  - C6  and  Cl.  There  is  no  anterior  encroach- 
ment towards  the  esophagus. 
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Esophagoscopy  was  not  performed.  He  did  not 
improve  with  diet  modification.  He  underwent  excision 
of  osteophytes  C5-C6  thru  a left  anterolateral  approach 
eleven  months  post  his  initial  visit.  The  following  day  he 
was  tolerating  a regular  diet  well.  He  was  discharged  on 
the  sixth  post  operative  day. 

He  was  last  seen  five  years  and  five  months  post 
surgery.  X-rays  (Fig.  7)  revealed  calcification  of  the 
anterior  longitudinal  ligament  between  C2-C3  and 
between  C5-C6  and  C7.  There  was  minimal  discomfort 
on  swallowing  large  solids.  He  was  able  to  tolerate  a 
regular  die  if  cut  into  small  pieces  and  chewed  well. 


Discussion 

The  disease  is  most  prevalent  in  men  after  age  fifty.  The 
main  complaint  is  progressive  difficulty  in  swallowing 
solid  foods.  There  is  frequently  a sensation  of  a lump  in 
the  throat.  The  patients  frequently  change  to  a liquid  diet 
which  causes  choking  and  regurgitation.  Pain  is  not  a 
common  complaint.  (Table  2) 


Table  2 


Frequency  of  Symptoms  (Review  of  the  literature) 


Difficulty  in  swallowing  solids 

50% 

Sensation  of  lump  in  throat 

30% 

Weight  loss 

30% 

Decrease  ROM  Cervical  Spine 

10% 

Choking  sensation 

5% 

Non  productive  cough 

5% 

Pain 

0% 

The  clinical  evaluation  of  a patient  presenting  with 
dysphagia  must  include  a complete  history  and  physical 
examination,  plain  radiography,  barrium  swallow  and 
endoscopy.  Esophagoscopy  is  essential  to  rule  out  the 
possibility  of  a coexisting  exophageal  carcinoma. 
Roengtenograms  of  the  entire  spine  and  pelvis  should  be 
obtained  and  evaluated  for  diffuse  idiopathic  skeletal 
hyperostosis. 

Dysphagia  of  a transient  nature  due  to  cervical  osteo- 
phytes has  been  reported  by  several  authors.*’  It  is 
believed  that  symptoms  are  due  to  irritation  of  the  retro- 
pharangeal  tissue  by  extrinsic  pressure.  The  patients 
respond  to  diet  modification,  sedation  and  reassurance. 

If  symptoms  are  long  standing  and  persistent,  surgical 
excision  of  the  osteophytes  has  resulted  in  short  term 
relief.  As  noted  in  table  three,  seldom  has  a follow  up  of 
over  one  year  been  reported. 

In  two  of  our  four  cases,  symptoms  recurred  to  a 


certain  degree  and  there  was  radiologic  evidence  of  refor- 
mation of  the  osteophyte.  In  these  two  cases  with  a follow 
up  of  seven  years  and  five  years  and  five  months  symp- 
toms were  less  than  preop  and  solved  with  diet  modifica- 
tion. Patients  must  be  advised  that  recurrence  of  symp- 
toms, albeit  to  a lesser  degree,  requiring  diet  modification 
may  occur.  Although  we  have  no  definite  evidence,  we 
believe  that  in  patients  with  the  DISH  syndrome  the 
probability  of  recurrence  appears  to  be  even  higher. 

Dysphagia  was  found  to  be  a prominent  symptom  in 
the  patients  with  DISH  in  the  series  reported  by 
Resnick. They  found  dysphagia  to  be  present  in  17  to 
28%  of  the  histories.  In  eight  percent  it  required  surgical 
removal. 

Resnick  also  reported  on  three  cases  of  heterotopic 
bone  formation  following  hip  surgery  in  patients  with 
diffuse  idiopathic  skeletal  hyperostosis.  He  suggests  that 
postoperative  heterotopic  ossification  can  be  due  to  a 
bone  forming  tendency  in  patients  with  DISH.  This  may 
explain  the  recurrence  of  osteophytes  in  one  of  our 
patients  five  years  post  op.  Only  four  other  cases  reported 
in  the  literature  were  described  as  having  the  DISH  syn- 
drome. Meeks  and  Renshaw^*  reported  an  asymptomatic 
patient  three  years  post  surgery.  Gamache  and  Voorhies*' 
report  only  a three  month  follow  up.  Lambert,  et  al**, 
patient  diet  two  days  post  op.  Hirano,  et  al*"*,  described 
reossification  at  four  and  a half  years  follow  up.  The 
patient  was  asymptomatic  at  the  eight  and  a half  year 
follow  up.  Our  last  patient  (Case  Four)  is  only  seventeen 
months  post  surgery. 

The  surgical  approach  in  our  patients  was  a left 
anterior  sternocleidomastoid  incision  retracting  the 
carotid  sheath  laterally  as  described  by  Smith  and 
Robinson.  The  protruding  osteophyte  is  easily  palpable 
but  its  location  should  always  be  confirmed  with  X-rays. 
There  is  frequently  a cleavage  line  noticed  on  the  under- 
surface of  the  osteophyte  where  the  abnormal  bone  mass 
has  been  added  on  the  anterior  vertebral  wall.  By  positio- 
ning a small  osteotome  in  this  area  and  orienting  it 
cephalad  the  osteophyte  can  be  removed  entirely.  Rough 
edges  are  smoothened  with  a rongeur.  A penrose  drain  is 
left  in  the  wound  for  twelve  hours.  By  the  second  to  third 
post  operative  day  the  patients  have  tolerated  a regular 
diet. 

We  have  not  performed  fusions  in  any  of  our  patients. 
Several  authors*’  *’  ***’  have  advocated  anterior 

cervical  fusion  due  to  the  possibility  of  cervical  spine 
instability  after  removal  of  the  osteophyte  and  to  prevent 
recurrence  of  the  abnormal  bone  mass.  Only  in  three 
cases’’  was  over  a one  year  follow  up  reported.  One  of 
the  patients  with  the  DISH  syndrome  died  2 years  post 
surgery.  In  another  cases**  symptoms  recurred  after  6 
months.  Follow  up  X-rays  in  our  patients,  including 
flexion  and  extension  views,  have  not  demonstrated  post 
operative  cervical  instability. 
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Table  3 


Surgical  Excision  of  Anterior  Cervical 
Osteophytes  Causing  Dysphagia 


Author 

Inglauer  (1938)“ 


Heck  (1956)'^ 


Patterson  and 
Byerle  (1958)“ 


Beahrs.  Schmidt 
(1959)' 

Hilding  and 
Tachdjian  (I960)'’ 


Brooks  and  Oschner 
(I964)‘ 

Facer  (1967)"’ 


Peronne  (1967)“ 


Benhabyles, 
Brattstrom.  Sunden 
(1970)’ 


Saunders  ( 1970)"’ 


Maran  and 
Jacobson  (1971)'" 

Tanabe  and  Hill 
C 4-5 
(1971)’’ 


Meeks  and  Renshaw 
(1973)'' 


Sex  Age 


Complaints 


X-Rav  Fusion 


Results 


C 5-6 


M 68  Progressive  difficulty  swal- 

lowing solids  - could  swallow 
liquids  choking  sensation- 
several  years  duration 

M 62  Weight  loss,  non  productive  cough- 
hoarseness-pain  in  neck  on  swal- 
lowing - 6 month  duration  - unable 
to  swallow  solids  on  admisión  - 
marked  emanciation 

M 57  Difficulty  swallowing  of  several 

months  duration  - carefully 
selected  foods  swallowed  success- 
fully 


52  Dysphagia  of  9 months  duration  - C 4-5 
stiffness  of  cervical  spine 
35  Difficulty  swallowing  - lump  in  C 3-4 

throat  - constant  desire  to  clear 
throat  - 8 vears  duration 


no  Relief  6 months 


C-  4-5-6-7  no  No  immediate  improve- 
ment, epidermoid 
carcinoma  of  esoph- 
gus  - patient  lost  to 
follow  up 


C 5-6-7 


ves  Relief  6 months 


no  Relief  1 year 

no  Relief  6 months 


39  Difficulty  swallowing  solids,  C 5-6-7 

Difficulty  speaking  - sore  neck 


Only  Relief  1 1 days 
C 6-7 


M 65  Difficulty  in  swallowing  solids  - 
not  liquids  - no  pain,  hoarseness 
nor  dysphagia  - 1 year  duration 
Marked  limitation  ROM  of  cervical 
spine,  16  yrs,  of  degenerative 
arthritis  of  lumbar  spine 

M 66  Progressive  dysphagia  - 5 years  C 3-4-5 

duration  - Almost  complete 
obstruction  I month  pre  op 

M 72  Repiratory  obstruction  following  C 3-4 

intubation  anesthesia  for  hip 
surgery.  Large  osteophyte 
projecting  at  level  of  epiglottis 
in  patient  with  ankylosing 
spondylitis 


C 4-5-6  no  Relief  21  months 
Developed  pain  on 
swallowing  - improved 
after  esophagoscopy 
Small  osteophyte  C-3 


no  Relief  I vear 


no  Relief  6 months 


70  Past  history  of  radical  neck 
dissection  for  carcinoma  of 
larynx  - history  of  right  upper 
lobectomy  for  carcinoma  of  bronchus 
inability  to  swallow  solids  of 
2 vears  duration 


C 5-6  yes  Relief  6 months 

thereafter  had 
increasing  dysphagia 
for  solids 


61  Sensation  mass  in  throat  - no 
dysphagia 

73  Hoarseness  - cough  when  swallowing 


C 6-7 


ves  Relief  6 months 


no  I vear 


liquids 

49  Painless  dysphagia  of  solid  foods 
3 vear  duration 


C 3-4 


no  Relief  3 months 


66  Painless  dysphagia  with  weight 
loss  - intermittent  aspiration  - 
mild  hoarseness  - 6 month 
duration 


C 2-3-4 
C 6 


no  Relief  3 vears 


62  Increasing  difficulty  swallowing 
solids  - no  pain,  hoarseness  - 
mild  stiffness  neck 


C 3-4 


no  Relief  4 vears 
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Saffouri.  Ward 
(1974)” 


Carlson.  StaufTer, 
Payne  (1974)' 


Bulos  (1974)' 


Blumberg.  Prapote, 
Viscomi  (1977) 


Kaye,  Donn 
(1977)” 


Huang.  Laha 
(1978)” 


Gamache,  Voorhies 
(1980)” 


Lambert,  Tepperman, 
Jimenez  and  Newman 
(1981)” 


Hirano.  Suzuki, 
et  al 
(1982)” 


Sobol.  Rigual 
(1984)” 


Yee,  Wong,  et  al 
(1985)” 


Brandenburg. 

Leibrock 

(1986)* 


F 60  Severe  cough,  sore  throat.  C 3-4 

disabling  dysphagia  of  over 

1 year  duration 

F 57  2 year  history  of  difficulty  C 4- 5-6-7 

bending  head,  vague  left  arm 
pain.  1 year  history  difficulty 
swallowing.  Few  months  history 
of  hoarseness 

F 44  Lump  in  throat  - dysphagia  - C 4-5 

2 years  duration  - radicular  pain 
right  upper  extremity  - pronounced 
congenital  malformation  of  cervical 
vertebrae  with  block  vertebrae  at 

C 3-4  and  C 5-6-7  and  T I 

M 58  Difficulty  swallowing,  hoarseness,  C 3-4-5 

constant  urge  to  clear  throat. 

Onset  15  year  prior,  worse  3 weeks 
before  admission. 


M 67  Constant,  profuse,  tenacious. 

postnasal  discharge  of  3 year 
duration.  Unable  to  swallow 
solids  for  2 years.  Weight  loss 
44  lbs.  Persistent  hoarseness 

M 53  Difficulty  swallowing  for  6 
months.  Hoarseness  for  4 
months.  Weight  loss  16  lbs. 

F 77  Difficulty  in  swallowing  solids 

of  4 years.  Liquids  1 year 
duration.  Fifty  pound  weight 
loss.  Loss  of  motion  cervical 
spine. 

M 56  Difficulty  in  swallowing  solids 

of  I year  duration.  Past  history 
of  lumbar  laminectomy  5 years 
prior.  Decrease  ROM  cervical 
spine. 

M 53  Slowly  progressive  difficulty 

swallowing  solids.  4 year 
duration 


C 3-4 


C 5-6 


C 3-4-5 


C 5-6-7 


C 4- 5-6-7 


F 55  Discomfort  of  larynx,  hoarseness  C 2-3-4 

and  decrease  neck  motion.  4 year 
duration 

M 46  Dysphagia  and  breathing  difficulty  C 3-4 

of  10  month  duration.  Almost  full 
ROM  of  cervical  spine.  History  of 
neck  trauma  16  years  prior. 

M 72  Dysphagia  for  solids.  5.4  kg  C 4-5 

wt  loss  of  6 week  duration 
mild  limitation  of  neck  motion 


F 47  I year  history  of  difficulty  C 5-6 

swallowing  solids,  progressed 
to  liquids.  Loss  7 kg  in  6 
months.  Hoarse  voice. 

F 50  Suprasternal  tenderness,  C 5-6-7 

difficulty  in  and  discomfort 
on  swallowing 

M 77  Difficulty  of  swallowing  solids  C 3-4 

of  4 years  duration.  Dysphagia 
of  several  months 


no 


no 


yes 


no 


no 


no 


no 


yes 


yes 


no 


4 


no 


no 


no 


no 


Relief  3 years 


Relief  3 months 


Relief  13  months 


Relief  I week 


Relief  I year 


Relief  Post-op 


Relief  3 months 


Relief  2 years 


Died  two  years 
post  op 

Immediate  relief 
reossification  at 
4 year  follow  up. 

Immediate  relief 
Asymptomatic  osteophyte 
recurrence  4 years 
post  op. 

Relief 

time  unknown 


Relief 

time  unknown 


Relief 

time  unknown 

Relief 

time  unknown 
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Summary:  A review  of  the  literature  and  four  addi- 

tional cases  of  surgical  excision  of  an  anterior  cervical 
osteophyte  causing  dysphagia  are  presented. 

A complete  workup  to  establish  that  the  osteophyte  is  the 
sole  cause  for  the  dysphagia  is  essential. 

Frequently  symptoms  will  improve  with  diet  modifica- 
tion and  sedatives.  Surgery  is  indicated  only  in  patients  that 
do  not  respond  to  a trial  of  conservative  therapy. 

Patients  must  be  advised  that  frequently  symptoms  may 
recur  to  a lesser  extent  as  time  progresses. 

In  patients  with  diffuse  idiopathic  skeletal  hyperostosis 
(DISH  syndrome)  recurrence  of  the  osteophyte  appears  to 
be  more  common. 

We  did  not  perform  cervical  fusions  in  our  patients. 
Follow  up  studies  did  not  reveal  cervical  instability. 
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CLINICAL  STUDIES 


Prevalence  of  Thyroid  Autoimmunity  in 
Insulin  Dependent  Diabetes  Meilitus  in  the 
Bayamon  Region 


Fermín  Sánchez-Lugu,  MD 

1! 

I 

I Summary:  The  purpose  of  this  study  was  to  describe 

I our  experience  in  the  Bayamon  region  with  respect  to  the 
prevalence  of  thyroid  autoimmunity  in  our  pediatric 
diabetic  population.  We  identified  a total  of  78  patients 
with  IDDM  and  all  were  examined  to  ascertain  the 
presence  of  goiter.  Thyroid  profile,  free  thyroxine, 

I thyrotropin,  and  thyroid  microsomal  autoantibodies  were 
I measured  by  radioimmunoassay  in  65  of  these  patients. 

The  data  was  analyzed  using  the  Chi  square  test  in  order 
to  correlate  thyroid  dysfunction  with  respect  to  sex  and 
thyroid  autoimmunity.  Our  results  revealed  a prevalence  of 
thyroid  autoimmunity  in  our  IDDM  patients  of  15%,  40% 
of  them  had  a goiter  ( p < 001)  and  most  of  them  were 
female  (9  of  12).  This  is  the  lowest  prevalence  of  thyroid 
autoimmunity  in  diabetic  children  reported  in  Hispanic 
groups  in  the  United  States  thus  far. 

S Douglas  Frasier  et  al‘  reported  in  Dec  1986  that  the 
• prevalence  of  thyroid  autoimmunity  in  Hispanic 
patients  with  Type  I Diabetes  meilitus  was  greater  than 
in  any  other  ethnic  group  studied  thus  far. 

As  we  care  for  a significant  number  of  diabetic 
patients,  we  decided  to  perform  a clinical  investigation  in 
order  to  confirm  the  report.  We  asked  ourselves  if  the 
reported  prevalence  in  a specific  Hispanic  population  in 
Los  Angeles,  Califonia  would  apply  to  our  experience  in 
Bayamon,  Puerto  Rico.  Our  objective  was  to  measure 
markers  of  thyroid  autoimmunity  in  our  clinic  popula- 
tion. We  would  also  investigate  the  prevalence  of  thyroid 
disease  and  the  possible  correlation  of  goiter  with  the 
markers. 

We  sustained  that  the  prevalence  of  autoimmune 
thyroid  disease  in  our  diabetic  population  was  less  than 
the  reported  prevalence  for  a Hispanic  population  in  the 
United  States. 

After  reviewing  the  literature  we  found  no  study  with 
thyroidal  microsomal  autoantibodies  (AMA)  of  the 
prevalence  of  thyroid  autoimmunity  done  in  the  insulin 
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dependent  diabetic  population  in  Puerto  Rico  so  we  hope 
our  study  contributes  to  document  the  magnitude  of  this 
clinical  problem  in  our  environment. 

Patients  and  Methods 

Laboratory 

The  subjects  in  the  study  were  patients  with  Insulin 
Dependent  Diabetes  meilitus  followed  at  our  clinics. 
These  patients  were  screened  for  markers  of  thyroid  auto- 
immunity and  thyroid  function  tests  which  in  our  case  are 
thyroid  profiles,  thyrotropin  (TSH)  free  thyroxine  (FT4), 
and  measurement  of  thyroid  microsomal  autoantibodies 
(AMA).  Another  important  information  to  be  derived 
from  the  study  was  the  correlation  between  the  presence 
of  goiter  with  a positive  AMA.  In  addition  we  report  the 
prevalence  of  thyroid  disease  present  in  our  particular 
population.  Antimicrosomal  antibodies  were  measured 
at  Smith-Kline  Laboratories  and  thyroid  function  tests 
were  measured  at  our  Clinical  Laboratory  using  radio- 
immunoassay (Magic  Corning  Kits).  AMA  titers  above 
1;99  were  considered  positive.  TSH  values  above  10  were 
considered  abnormal.  Statistical  analysis  were  infant 
done  using  Chi  square. 

Patients 

Between  February  and  June  1988,  we  cared  for  78 
Puertorican  patients  with  Insulin  Dependent  Diabetes 
Meilitus  ranging  in  age  from  1 to  20  years  old.  Sex  distri- 
bution was  equal  (39)  and  all  were  examined  for  the 
presence  of  goiter.  The  presence  of  a palpable  thyroid 
gland  is  usually  considered  abnormal  during  the  pediatric 
age.  In  our  study  all  patients  with  thyroids  more  than  2 
centimeters  (cm)  when  measured  from  the  lower  isthmus 
to  both  upper  poles  were  classified  as  goiter. 

Results 

From  the  total  of  78  patients,  we  found  only  6 with 
goiter  (8%)  5 females  and  1 male.  Four  of  the  females 
also  had  positive  AMA  titers  and  one  was  negative.  One 
of  the  former  females  also  had  a TSH  level  of  92.3 
ulu/ml,  being  the  only  hypothyroid  patient  found  in  the 
study. 

In  our  study  we  were  able  to  retrieve  the  results  for 
thyroid  function  and  AMA  levels  for  65  of  the  patients 
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(36  females  and  29  males).  Their  mean  age  at  diagnosis 
was  similar  (8.2)  with  females  being  tested  at  a somewhat 
later  age  (Table  I).  A total  of  12  patients  had  goiter 
and/or  positive  AMA  titers  with  a female  predominance 
(10).  As  a group  they  had  been  diagnosed  at  a similar  age 
as  their  peers  (8.7)  and  were  tested  at  a similar  time  (50 
mo.)  (Table  II). 

Table  I 


Distribution  by  Thyroid  Dysfunction  and  Sex 


Total  Diabetic  Patients  IDDM  with  Thyroid  Dysf. 


Males 

Females 

Total 

Males 

Females 

Total 

Number  of 

Subjects 
Mean  Age 
Onset  of 
IDDM 

29 

36 

65 

2 

10 

12 

(Yr.) 

Mean 

Duration 

IDDM 

8.3 

8.2 

8.2 

13.4 

7.7 

8.7 

(Mo.) 

40 

58 

50 

23 

55 

49 

Table  II 


Diabetic  Patients  with  Thyroid  Dysfunction 


Age  Onset 

Duration  of 

Goiter  7 

AMA  Titers 

N 

IDDM  (Yrs.) 

Sex 

Diabetes  (Mos.) 

(T/F) 

1 

4.7 

F 

100 

F 

400.0 

2 

5.9 

F 

77 

F 

6400.0 

3 

2.2 

F 

67 

T 

6400.0 

4 

11.0 

F 

8 

T 

0.0 

5 

12.9 

F 

38 

T 

400.0 

6 

3.7 

F 

148 

F 

1600.0 

7 

12.3 

F 

33 

F 

1600.0 

8 

13.7 

M 

31 

T 

0.0 

9 

6.3 

F 

36 

F 

1600.0 

10 

4.2 

F 

23 

T 

1600.0 

II 

13.1 

M 

16 

F 

400.0 

12 

14.2 

F 

15 

T 

25600.0 

Table  III 


Thyroid  Dysfunction  Distribution  by  Sex 


Females  Males  Totals 


Goiter  + 

1 

1 

2 

Ama  + 

5 

1 

6 

Goiter  + Ama  + 

4 

0 

4 

Total  Positive 

10 

2 

12 

No 

Dysfunction 

26 

27 

53 

Totals 

36 

29 

65 

X'=6.52,  p <.05 

Females  had  a mean  age  at  diagnosis  of  7.7  years  old 
and  their  ages  ranged  from  3 to  14  years  while  both  males 
were  13  years  old. 

Nine  out  of  10  females  had  positive  AMA  titers  and 
one  of  two  males  for  a predominance  of  9:1  for  auto- 
immunity markers  in  the  females.  The  overall  prevalence 
for  thyroid  autoimmunity  detected  in  our  population 
wass  15%. 

We  have  also  found  in  our  study,  that  4 out  of  10 
patients  had  both  goiter  and  positive  AMA  for  a preva- 
lence of  40%. 

There  was  a definite  sexual  predisposition  in  females  to 
thyroid  dysfunction  which  is  statistically  significant 
(Table  III).  In  addition  we  were  able  to  correlate  goiter 
with  thyroid  autoimmunity  (Table  IV). 

Table  IV 


Correlation  Between  Goiter  and  Positive  AMA 


Goiter  Pos. 

Goiter  Neg. 

Totals 

AMA  Pos. 

4 

6 

10 

AMA  Neg. 

2 

53 

55 

Totals 

6 

59 

65 

X^=  11.98  p <.001 


Discussion 

Multiple  investigators  have  reported  on  the  clear 
association  of  thyroid  microsomal  antibodies  with 
Insulin  Dependent  Diabetes  Mellitus,  MacCuish,^ 
Nerup^  This  was  first  reported  by  Pettit  et  aP  and 
Landing  et  aP  in  1961  and  1963  respectively.  In 
December  1986,  Frasier  et  al*,  reported  on  90  diabetic 
patients  with  the  highest  prevalence  of  thyroid  auto- 
immunity reported  thus  far.  Being  these  patients  ethnic 
Hispanics,  it  attracted  our  attention  as  our  experience  did 
not  seem  to  correlate  with  that  report.  The  results  of  our 
study  showed  a prevalence  of  AMA  in  our  diabetic  popu- 
lation of  about  15%  (Table  V).  This  is  similar  with  those 

Table  V 


Reported  Prevalence  in  Medical  Literature 


Investigator 

Year 

Country 

Patients 

Prevalen. 

Reported 

Neufeld  M.,  et  al 

1980 

U.S. 

504 

Blacks 

4% 

Caucasians 

20% 

Nerup  J.,  et  al 

1981 

Denmark 

126 

16% 

Kokkonen  J. 

1982 

Sweden 

84 

12% 

Court  S.,  et  al 

1982 

Great  Brit. 

134 

13% 

LugoM.,et  al  (UNPUB) 

1983 

Puerto  Rico 

50 

23% 

Frisch  H.,  et  al 

1984 

Austria 

110 

18% 

Salardi,  et  al 

1984 

Italy 

91 

6.25% 

Kehr-S.,  et  al 

1985 

Germany 

130 

15.4% 

Frasier  D.,  et  al 

1986 

U.S. 

Hispanics 

90 

34.85 

Sánchez-Lugo  F. 

1990 

Puerto  Rico 

78 

15% 
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\ reported  in  other  stuides  and  differs  from  the  reports  for 
African  Americans  and  the  California  study.  A previous 
study  done  in  Puerto  Rico  by  Lugo  et  al  in  1983,  reported 
23%  prevalence  in  the  San  Juan  Metropolitan  area,  but 
this  was  never  published.  By  personal  communications 
we  learned  of  a similar  report  done  by  Pérez-Comas  15 
years  ago  in  the  Mayagiiez  area,  yielding  a prevalence  of 
16%,  however  in  this  study  antithyroglobulin  (ATA) 
levels  were  the  ones  measured  as  the  antimicrosomal 
assay  was  not  available  then.  Pérez-Comas  also  found  an 
increased  prevalence  of  thyroid  dysfunction  (26%)  with 
female  predominance  and  an  increased  incidence  of  both 
thyroid  dysfunction  and  diabetes  in  the  relatives  of  the 
patients  studied.^ 

Previous  reports  measuring  antithyroglobulin  antibo- 
dies (ATA),  have  not  been  helpful  in  establishing  these 
association  and  therefore  were  excluded  from  our  study 
methodology.' 

We  also  found  an  increased  incidence  of  thyroid 
dysfunction  in  our  females.  This  has  been  reported  else- 
where.' 

It  should  be  noted  that  we  had  only  one  patient  with 
hypothyroidism  in  our  study.  In  this  case  she  also  had 
goiter  and  a positive  AMA  titer  (1600).  There  are 
multiple  reports  in  the  literature  with  this  same  finding 
among  them  the  one  y Frisch  et  aF  and  Court  et  al*.  In 
the  Frasier  study  no  patients  with  hypothyroidism  were 
detected  and  neither  in  the  Salardi  report.’ 

Frasier  reports  a firm  goiter  in  26%  of  the  31  patients 
with  detectable  AMA  titers.  In  our  study,  we  found  4 out 
of  10  for  40%.  The  report  by  Kehr'°,  yielded  goiter  in 
33%  of  diabetics  but  70%  in  those  with  positive  AMA 
titers.  Indeed  in  our  study,  we  found  a posi  tive  correla- 
tion between  goiter  and  positive  AMA  titers.  This  was 
especially  true  if  they  were  females.  None  of  our  patients 
had  Graves  disease. 


Conclusions 

The  prevalence  of  AMA  in  diabetic  populations  varies 
with  ethnic  origin.  From  our  review  of  the  world  litera- 
ture this  fact  can  be  observed  (Table  VI).  It  is  interesting 
to  know  that  we  are  closer  to  the  European  experience 
than  to  our  African  heritage  with  respect  to  this.  In  his 
report,  Neufeld"  refers  that  African  Americans  tend  to 

Table  VI 


Reported  Prevalence  in  Controls 


Investigator 

Year 

Country 

Controls 

Prevalen. 

Reported 

Neufeld  M. 

1980 

U.S. 

88 

2.1% 

Nerup  J. 

1981 

Denmark 

56 

7% 

Kokkonen  J. 

1982 

Sweden 

160 

4.3% 

Villalpando,  et  al  (a) 

1982 

Mexico 

520 

26% 

Penny  R. 

1983 

California 

44 

0% 

Lugo  M.,  et  al  (UNPUB) 

1983 

Puerto  Rico 

20 

5% 

Frisch  H.,  et  al 

1984 

Austria 

50 

6% 

Frasier  D.,  et  al 

1985 

California 

Hispanics 

44 

0% 

have  lower  islet  cell  antibody  titers  than  their  Caucasian 
counterparts.  In  addition,  it  has  been  reported  by 
McDonald'^  that  they  are  also  less  likely  to  have  diabetes 
(0.37%  vs.  1.07%). 

However  it  is  also  known  that  African  Blacks  have  a 
lower  incidence  of  diabetes  than  their  American  cousins 
and  this  is  ascribed  to  a greater  admixture  of  the  African 
American  genome  with  Caucasians.'^  Even  when  we 
examined  the  normal  control  population  in  these  reports, 
it  is  noted  that  we  are  nearer  the  European  experience. 

We  must  comment  the  Villalpando'*  report  as  we 
noted  that  their  positive  titers  were  1:16  and  above  and 
could  account  for  such  a high  prevalence. 

Most  reports  show  a greater  prevalence  of  AMA  in 
females  diabetic  patients  and  our  study  was  no  different. 
However  the  Frasier  study  did  not  find  any  significant 
sexual  difference  as  neither  did  the  Villalpando  study,  so 
this  is  another  discrepancy  with  our  study.  Frasier 
ascribes  this  to  the  possibility  that  his  patient  were  all  of  a 
low  socioeconomic  status  of  the  larger  Hispanic  popula- 
tions and  that  this  could  vary  when  done  in  a larger  and 
more  representative  Hispanic  population.  We  do  not 
share  his  view  as  our  hospital  population  is  from  the  same 
socioeconomic  category. 

The  importance  of  finding  a goiter  in  a diabetic  patient 
especialy  if  it  is  a female  cannot  be  overemphasized.  A 
complete  physical  exam  is  mandatory  during  the  follow 
up  of  these  patients  in  order  to  detect  other  autoimmune 
diseases.  All  diabetic  patients  should  be  tested  yearly  for 
the  presence  of  AMA  and  those  with  positive  titers 
followed  more  closely  in  order  to  detect  subclinical  hypo- 
thyroidism. 


Resumen:  El  propósito  de  este  estudio  es  describir 

nuestra  experiencia  en  la  Región  de  Bayamón  con  respecto 
a la  prevalencia  de  autoinmunidad  tiroidea  en  la  población 
de  pacientes  pediá  ricos  con  diabetes  mellitus  insulinode- 
pendiente.  Se  examinaron  78  pacientes  con  diabetes  para 
determinar  si  tenían  bocio.  Se  obtuvieron  mués  tras  de 
sangre  para  función  tiroidea  y anti  cuerpos  microsomales 
en  65  de  ellos  las  que  fueron  computados  utilizando  Cbi 
cuadrado  para  poder  correlacionar  entre  dísfunción 
tiroidea,  autoinmunidad  y sexo.  Nuestros  resultados 
reflejan  una  prevalencía  de  autoinmunidad  tiroidea  en  nues- 
tros pacientes  de  15%,  de  los  cuales  40%  tenían  bocio 
( p < 001),  la  mayoría  mujeres  (9  de  12).  Esta  es  la 
prevalencia  de  autoinmunidad  tiroidea  en  pacientes  pediá- 
tricos mas  baja  reportada  en  Híspanos  en  Estados  Unidos 
hasta  este  momento. 
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have  activity  as  an  aphrodisiac. 
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Muerte  por  Mosquito:  La  Epidemia  de  Fiebre 
Amariila  en  San  Juan  de  Puerto  Rico 
1804-1805 

José  G.  Rigau-Pérez,  MD,  MPH 


Resumen:  A fínaies  dei  siglo  dieciocho  y principios  del 

siglo  diecinueve,  las  epidemias  de  fiebre  amarilla  fueron 
frecuentes  en  América  y Europa,  en  las  inmediaciones  del 
litoral  Mediterráneo,  Atlántico  y Caribeño.  La  informa- 
ción disponible  sobre  la  epidemia  de  1804-5  en  San  Juan  es 
muy  breve,  pero  es  evidente  que  la  mortandad  entre  los  ciu- 
dadanos fue  desmesurada.  Sin  embargo,  las  Actas  del 
Cabildo  de  la  capital  en  este  período  no  hacen  ninguna 
mención  de  la  epidemia,  y sólo  voladamente  aluden  a lo  que 
estaba  ocurriendo.  A pesar  del  cúmulo  de  tragedias  indivi- 
duales (por  ejemplo,  entre  las  posibles  víctimas  de  la 
epidemia  están  las  dos  hijas  del  gobernador  Ramón  de 
Castro),  los  documentos  muestran  poca  evidencia  de 
reacción  comunal  a la  epidemia,  que  aparentemente  cesó  a 
mediados  de  1805. 

Los  recientes  brotes  de  dengue,  y el  aumento  en  fata- 
lidades por  esa  enfermedad,  hacen  temer  que  en  el 
futuro  cercano  se  presenten  en  Puerto  Rico  epidemias  de 
gran  mortandad  como  las  que  ocurren  periódicamente  en 
el  sureste  de  Asia,  o la  acontecida  en  Cuba  en  1981.  Para 
algunos,  ese  temor  es  sólo  una  exageración  de  mentali- 
dades aprensivas,  pero  es  necesario  recalcar  que  la  virtual 
ausencia,  entre  1950  y 1980,  de  muertes  debidas  a enfer- 
medades trasmitidas  por  mosquitos  fue  el  fruto  de 
enormes  esfuerzos  de  ingeniería  e higiene  pública, 
aunque  ahora  parezca  ser  el  estado  normal  de  nuestra 
salud  colectiva.  Cuán  lejos  está  ese  estado  de  ser  lo 
“normal”  en  nuestra  historia  se  capta  enseguida,  al 
recordar  que  la  malaria  (trasmitida  por  el  mosquito 
Anopheles)  no  fue  extinguida  en  la  isla  hasta  1953,  y que  la 
fiebre  amarilla  (trasmitida  por  Aedes  aegypti,  el  mismo 
mosquito  que  trasmite  el  dengue)  azotó  a Puerto  Rico 
con  terrible  severidad,  repetidas  veces,  a lo  largo  de  toda 
el  siglo  pasado.' 

A finales  del  siglo  dieciocho  y principios  del  siglo  dieci- 
nueve, las  epidemias  de  fiebre  amarilla  fueron  frecuentes 
en  América  y Europa,  en  las  inmediaciones  del  litoral 
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Mediterráneo,  Atlántico  y Caribeño. ^ La  información 
disponible  sobre  la  epidemia  de  1804-5  en  San  Juan  es 
muy  breve,  y se  centra  en  la  llegada  de  un  nuevo  gober- 
nador a la  isla.  El  mariscal  Toribio  Montes  informa  de  su 
arribo  de  esta  manera; 

“A  los  27  días  de  navegación  llegué  a este  puerto  en  10 
del  corriente  mes  [noviembre  de  1804]  transportado  en  la 
fragata  de  guerra  Pomona,  su  comandante  el  capitán  de 
esta  clase  Don  Pedro  Sanguineto  (sic).  A pesar  del  breve 
tiempo  en  la  mar,  se  experimentaron  algunas  enferme- 
dades en  la  tripulación  de  la  fragata,  contando  11 
muertos  de  calenturas,  3 de  otras  enfermedades,  y como 
unos  50  calenturientos  al  arribo  a este  puerto. 

Atento  a la  humanidad,  y cuidadoso  de  la  conserva- 
ción de  estos  habitantes,  yo  mismo,  de  acuerdo  con  el 
comandante  de  la  fragata,  luego  que  ésta  dio  fondo  y se 
me  presentó  un  ayudante  del  gobernador  de  la  plaza,  le 
insinué  el  estado  de  la  fragata,  sin  permitirle  atracar  a 
ella,  y le  encargué  la  pronta  venida  de  la  Junta  de 
Sanidad.  Verificada  ésta,  compuesta  de  sus  respectivos 
individuos  y 3 facultativos,  estos  solamente  quedaron  a 
bordo,  sin  subir  los  demás,  con  el  fin  de  observar  mejor  y 
precaver  las  resultas  en  caso  de  contagio:  certificaron  los 
facultativos  que  no  lo  era;  en  cuya  vista  y la  de  otras  dili- 
gencias practicas  por  mi  antecesor  [gobernador  de 
Castro],  acordé  en  el  día  siguiente  el  desembarco,  y 
conforme  con  aquél,  ha  tenido  efecto  en  este  día,  en  que 
he  tomado  posesión  del  mando  de  esta  isla...”'* 

Dos  meses  mas  tarde.  Montes  notifica  a Madrid  de  la 
partida  de  la  Pomona  (el  3 de  enero  de  1805),  e incluye 
adjunta  una  carta  de  Sanguineti,  con  fecha  de  diciembre, 
en  que  éste  declara  que  su  tripulación  tuvo  “la  epidemia 
que  se  experimentaba  en  Cádiz  de  calenturas  pútridas  y 
fiebre  amarilla  y vómito  negro. Otro  documento,  del  1 3 
de  diciembre,  declara  que  la  fragata  salió  del  Puerto  de 
Santa  María  (Cádiz)  el  14  de  octubre,  y murieron  51  de 
los  313  miembros  de  la  tripulación.*  En  las  semanas 
siguientes  hubo  más  decesos,  puesto  que  el  registro  de 
defunciones  de  la  Catedral  de  San  Juan  sigue  mencio- 
nando tripulantes  de  la  Pomona  hasta  el  4 de  enero  de 
1805.’ 

A principios  de  diciembre  de  1804  fueron  sepultadas 
ambas  hijas  del  gobernador  saliente,  Ramón  de  Castro: 
María  de  Guadalupe  (12  años)  y María  del  Carmen  (9).* 
Conocemos  a las  niñas  por  el  retrato  que  de  ellas  pintó 
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José  Campeche  en  1797.’  Las  actas  de  enterramiento  no 
indican  la  causa  de  muerte,  pero  González  Lamela,  en 
1987,  advirtió  que,  por  el  breve  tiempo  entre  las  defun- 
ciones, es  posible  que  ambas  hermanas  hayan  sucumbido 
ante  una  epidemia  (quizás  viruela). Documentos  publi- 
cados posteriormente  indican  que  de  Castro  había  hecho 
vacunar  sus  hijas  en  1803.“  Es  más  posible,  entonces,  que 
las  niñas  hayan  sido  víctimas  de  la  epidemia  de  fiebre 
amarilla  que  asolaba  la  capital. 

Es  evidente  que  la  mortandad  entre  los  ciudadanos  fue 
desmesurada,  pues  hubo  que  establecer  un  nuevo  cemen- 
terio (“de  San  Calixto,  situado  en  el  tinglado”)  para  con- 
tener los  restos  de  las  numerosas  víctimas. “ Sin  embargo, 
las  Actas  del  Cabildo  de  la  capital  en  este  período  no 
hacen  ninguna  mención  de  la  epidemia,  y sólo  velada- 
mente  aluden  a lo  que  estaba  ocurriendo.  De  noviembre  a 
enero  se  discute  el  procedimiento  de  la  Visita  de  Sanidad 
a los  barcos;  en  febrero  hay  una  rogativa  de  tres  días  a 
iniciativa  del  obispo  Arizmendi  (no  se  especifica  el 
motivo);  en  enero  y marzo  se  pospone  la  discusión  de  un 
proyecto  de  cementerio  fuera  de  poblado,  y en  abril  se 
informa  al  gobernador  que  no  hay  fondos  para  construir 
un  cementerio  extramuros.  “ Es  curioso  observar  que,  a 
pesar  del  cúmulo  de  tragedias  individuales,  y contrario  a 
lo  que  ocurre  en  las  ciudades  del  litoral  Atlántico  de 
Estados  Unidos  (donde  las  epidemias  de  fiebre  amarilla 
fueron  potente  estímulo  para  la  fundación  de  institu- 
ciones sanitarias)  documentalmente  hay  poca  evidencia 
de  reacción  comunal  a la  epidemia,  que  aparentemente 
cesó  a mediados  de  1805.“ 

Como  en  todas  las  otras  epidemias  del  período  colonial 
español,  la  reconstrucción  de  la  descripción  de  ésta 
consiste  de  un  mosaico  formado  con  restos  de  datos 
absolutamente  tangenciales  a la  descripción  epidemioló- 
gicas.’* El  uso  de  la  palabra  no  es  anacrónico,  pues  por 
esos  años  se  publica  la  Epidemiología  española  de  Joaquín 
de  Villalba.“  Pero  lo  que  se  entendía  por  epidemiología 
en  aquella  época  no  era  una  disciplina  cuantitativa,  sino 
(como  indica  el  subtítulo  de  ese  libro)  una  “historia 
cronológica”.  Ni  eso  tenemos  para  esta  epidemia  de 
fiebre  amarilla  en  San  Juan.  No  sabemos  cuando 
comenzó;  en  un  documento  muy  posterior  (29  de  junio  de 
1809)  Montes  aseveró  que  la  epidemia  ya  estaba  presente 
en  la  ciudad  antes  de  él  llegar  en  la  Pomona.  “ Su  aserto  se 
ve  reforzado  por  actas  de  defunción  en  San  Juan  que 
indican  ya  un  “muerto  por  la  enfermedad  del  vómito”  en 
agosto  de  1804,  y en  octubre  otro  con  “continuos 
vómitos”,  y varios  marinos  de  la  fragata  portuguesa  la 
Esperanza.’®  Tampoco  tenemos  ninguna  descripción  de 
los  métodos  diagnósticos  o terapéuticos  usados  en  San 
Juan  (pero  serían  los  de  la  época  — sangrías,  dieta, 
vomitivos,  quina — recetados  con  mayor  o menor  inten- 
sidad según  la  escuela  del  médico).^  ¿Qué  métodos  se  pro- 
pusieron para  atajar  la  epidemia?  No  sabemos,  y,  dadas 
las  recientes  controversias  sobre  la  utilidad  de  fumiga- 
ción en  epidemias  de  dengue  sería  interesante  conocer  si, 
igual  que  en  Cádiz,  hubo  en  San  Juan  controversia  sobre 
ese  método.”  Por  supuesto,  en  1805  no  se  proponía  la 
fumigación  con  malatión  para  decimar  la  población  de 
mosquitos,  sino  con  azufre  o vapores  de  cloro  para  puri- 
ficar el  aire  de  miasmas  venenosas.^-  ” 

La  fibre  amarilla  siguió  apareciendo  intermitente- 


mente en  los  puertos  del  Mare  nostrum  hispano- 
americano. Por  ejemplo,  en  Cádiz  hubo  brotes  frecuentes 
hasta  1821.  La  epidemia  de  1813  ocasionó  la  muerte  de 
varios  diputados  a las  Cortes  constituyentes  incluyendo 
su  vicepresidente  (nuestro  representante),  Ramón  Power.^ 
Después  de  1805  la  fiebre  amarilla  volvió  a Puerto  Rico 
en  1814,  y repitió  muchas  veces  a lo  largo  del  siglo,  reco- 
giendo entre  sus  víctimas  a dos  gobernadores  (de  la  Vega 
Inclán  en  1884,  Gamir  en  1896).^°  Los  últimos  casos 
registrados  en  Puerto  Rico  ocurrieron  en  1897.^' 

El  mosquito  Aedes  todavía  convive  con  los  sanjua- 
neros,  pero  no  padecemos  epidemias  de  fiebre  amarilla, 
por  razones  difíciles  de  justipreciar,  pero  que  indudable- 
mente incluyen  la  identificación  del  mosquito  como 
vector,  la  cuarentena  marítima,  y el  desarrollo  de  una 
vacuna  eficaz.  Sin  embargo,  continuamos  sufriendo 
epidemias  de  dengue.  La  coexistencia  de  Aedes  y 
puertorriqueños  es  sólo  ocasionalmente  pacífica;  es 
bueno  recordar  que  los  efectos  del  artrópodo  no  son 
hipotéticamente  severos,  sino  que  han  sido  efectivamente 
trágicos,  en  el  ámbito  familiar  y en  la  relevancia  política. 


Abstract:  At  the  end  of  the  eighteenth  and  beginning  of 

the  nineteenth  centuries,  yellow  fewer  epidemics  occurred 
frequently  in  America  and  Europe,  in  the  vicinity  of  the 
Mediterranean,  Atlantic,  and  Caribbean  coasts.  There  is 
only  brief  information  available  on  the  1804-5  epidemic  in 
San  Juan,  but  it  shows  that  mortality  in  the  city  was  inordi- 
nate. Nevertheless,  the  minutes  of  the  meetings  of  the 
Municipal  Assembly  in  this  period  make  no  mention  of  the 
epidemic,  and  allude  to  it  only  in  veiled  fashion.  In  spite  of 
the  accumulation  of  individual  tragedies  (for  example,  it  is 
likely  that  the  two  daughters  of  governor  Ramón  de  Castro 
were  among  the  victims),  the  documents  show  little  evi- 
dence of  community  reaction  to  the  epidemic,  which 
apparently  ceased  in  mid-1805. 
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8.  AHD,  Libro  16  defunciones,  f.  165:  “A  primero  de  diciembre  de 
mil  ochocientos  y cuatro  años  fue  sepultado  en  la  bóveda  de  la 
iglesia  del  convento  del  Patriarca  señor  San  José,  del  orden  de 
carmelitas  de  ésta  muy  noble  y muy  leal  ciudad  de  San  Juan 
Bautista  de  Puerto  Rico  el  cuerpo  difunto  de  doña  María  del 
Carmen,  natural  de  esta  ciudad,  de  edad  de  nueve  años,  hija 
legitima  del  señor  mariscal  de  campo,  gobernador  y capitán 
general  que  fue  de  esta  isla  don  Ramón  de  Castro,  y de  doña  María 
Teresa  Valdés  (sic).  Se  le  administró  el  santo  sacramento  de  peni- 
tencia, y extrema  unción,  sub  condicione  (sic)  por  no  haberlo 
permitido  la  enfermedad  de  que  murió  con  precipitación,  de  que 
yo  el  cura  teniente  doy  fe.  Doctor  Nicolás  Ruiz  y Peña.” 
f.  167v.:  “A  los  nueve  días  del  mes  de  diciembre  de  mil  ochocientos 
cuatro  años  fue  sepultado  en  un  sepulcro  de  la  iglesia  del  Patriarca 
señor  San  José,  convento  de  reverendas  madres  monjas  carmelitas 
calzadas  de  esta  muy  noble  y muy  leal  ciudad  de  San  Juan  Bautista 
de  Puerto  Rico  el  cuerpo  difunto  de  doña  María  Guadalupe  de 
Castro,  natural  de  México,  de  edad  de  doce  años,  hija  legítima  del 
señor  mariscal  de  campo,  gobernador,  intendente  y capitán 
general  que  fue  de  esta  isla  don  Ramón  de  Castro  Gutiérrez  Torre 
Salamanca  de  Aguilar,  Cárdenas  Bocanegra  Rivera  de  Ayala  y 
Girón,  y de  la  señora  doña  María  Teresa  Tobia  Fernandes  de 
Basan  Ubago  Ocio  San  Pedro  Bustamante  Avellaneda  y 
Salamanca.  Asistieron  al  entierro  su  señoría  ilustrisima  el  obispo 
mi  señor  [Arizmendi],  el  ilustrísimo  y MVSD  [muy  venerable 
señor  deán  ? y cabildo  [eclesiástico],  toda  la  clerecía  y las  dos 
comunidades  de  [monjes  de]  Santo  Domingo  y San  Francisco. 
Recibió  los  santos  sacramentos,  de  que  yo  el  cura  teniente  de  esta 
santa  iglesia  catedral  doy  fe.  Josef  Antonio  Ezpeléta.” 

Los  restos  humanos  en  el  convento  de  las  Carmelitas  fueron 
trasladados  a la  capilla  de  las  Animas,  en  la  catedral,  en  1909, 
según  Coll  y Tosté  C.  Traslado  de  los  restos  de  las  monjas 
Carmelitas  del  cementerio  particular  que  tenían  en  el  antiguo  con- 
vento de  la  calle  del  Cristo.  Boletín  Histórico  de  Puerto  Rico 
(citado  en  adelante  como  BHPR),  San  Juan,  P.R.:  Tip.  Cantero, 
Fernández  y Co.,  1914-1926,  3:292-293. 

Transcribo  a continuación  el  fragmento  existente  del  acta  de 
bautismo  de  la  niña  más  joven  (AHD,  Fondo  Catedral,  Sección 
Sacramental,  Serie  Actas,  Subserie  bautizos.  Libro  7:  1785  - 1796, 
f.  162),  por  la  información  que  ofrece  sobre  el  entorno  social  de 
esta  familia:  “En  la  ciudad  de  San  Juan  Baustista  de  Puerto  Rico  a 
los  siete  días  del  mes  de  noviembre  de  mil  setecientos  noventa  y 
cinco  años  el  señor  doctor  don  Nicolás  de  Quiñones,  deán 
dignidad  de  esta  santa  iglesia  catedral,  juez  provisor  y vicario 
general,  gobernador  de  este  obispado  por  el  ilustrísimo  señor 
doctor  don  Fray  Juan  Bautista  de  Zengotita  y Vengoa,  dignísimo 
obispo  de  esta  diócesis,  del  Consejo  de  Su  Majestad,  etc.  bautizó 
solemnemente,  puso  óleo  y crisma  a una  niña  que  nació  el  día  veinte 
y cinco  de  octubre  próximo  pasado  a las  dos  y media  de  la  tarde,  y 
por  nombre  María  del  Carmen,  Rafaela,  Juana  Bautista,  Crisanta, 
Daria,  Antonia,  Ramona,  Teresa,  Juana  Nepomuceno,  Francisca 
de  Paula,  Francisca  de  Asís,  Cayetana,  Rita  Josefa,  Joaquina  y 
Vicenta,  hija  legitima  del  señor  brigadier  don  Ramón  de  Castro 
Gutiérrez  Torre  Salamanca  de  Aguilar,  Cárdenas  Bocanegra 
Rivera  de  Ayala  y Girón,  natural  de  la  ciudad  de  Burgos,  en 
Castilla  La  Vieja,  caballero  pensionado  en  la  encomienda  de  Pozo 
Rubio  en  la  orden  de  Santiago,  capitán  general,  gobernador  e 
intendente  de  esta  isla,  y de  la  señora  doña  María  Teresa  Tovia 
Fernandes  de  Basan,  Ubago,  Ocio,  San  Pedro,  Bustamante, 
Avellaneda  y Salamanca;  [la  niña  es]  nieta  legítima  por  línea 
paterna  del  señor  don  Francisco  Antonio  de  Castro  y Torre, 
Marqués  de  Lorca,  Barón  de  San  Pedro,  Señor  de  Piedra  Abun- 
dante y del  señorío  de  Ontoña  del  Rio  Franco,  capitán  de  granaderos 
del  regimiento  de  infanteria  de  Granada,  y gentil  hombre  de 
cámara  de  Su  Majestad;  y de  la  señora  doña  Josefa  Manuela 
Gutiérrez  Salamanca;  y biznieta  del  señor  don  Pedro  de  Castro  y 
Cárdenas,  marqués  de  dichos  títulos,  brigadier  y coronel  del 
mismo  cuerpo,  y gobernador  de  la  plaza  de  Alburquerque;  y de  la 
señora  doña  María  Gabriela  de  la  Torre,  vecinos  de  la  citada  de 
Burgos.  Y por  la  materna,  nieta  del  señor  don  Francisco  Antonio 
Tovia  y Ubago,  y de  la  señora  doña  Teresa  María  Fernandes  de 
Basán;  y biznieta  del  señor  don  Josef  Tovia  y San  Pedro,  y de  la 
señora  doña  de  Ana  Basán  y”  [falta  el  resto]. 
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You  want  what's  best  for  your  patients  — not  what's  cheapest.  Yet 
today's  physicians  arc  wrestling  with  a troubling  array  of 
cost-containment  initiatives:  fee  freezes,  arbitrary  caps  on  Medicare 
reimbursement,  even  restrictions  on  access  to  care.  The  stakes  are 
high  — life  or  death. 

The  AMA  is  in  favor  of  cost-effectiveness,  but  not  at  the  expense  of 
quality  care  — or  physicians'  freedom  to  provide  it.  So  we're  acting,  not 
reacting  — by  delivering  cost-containment  information  through  publica- 
tions, workshops  and  annual  meetings;  by  forming  the  Cost  Effective- 
ness Network  and  the  National  Commission  on  the  Cost  of  Medical 
Care;  and  by  launching  projects  like  the  Health  Policy  Agenda  for  the 
American  People.  In  Washington,  D.C.,  and  in  court,  we're  fighting 
government-imposed  fee  freezes  and  other  attempts  to  limit  health 
care  choices. 

This  is  one  fight  you  and  your  patients  can't  afford  to  lose.  Give  the 
profession  the  leverage  it  needs  to  win.  Join  the  AMA. 

For  information,  call  collect  (312)  645-4783. 

The  American  Medical  Association 

535  North  Dearborn  Chicago.  Illinois  60610 
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Prospectives  and  Retrospectives  - 
A Glimpse  of  the  Future  of  Physiatry* 
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Summary:  Briefly,  a glimpse  into  the  near  and  distant 

future  of  Physical  Medicine  and  Rehabilitation  has  been 
presented.  Although  the  past  has  been  auspicious,  the  future 
promises  even  more  for  the  continued  growth  of  Physiatry 
and  the  Physiatrist.  There  will  always  be  a plentiful  supply 
of  elderly,  chronically-ill,  impaired,  incapacitated  and 
handicapped  patients.  Patient  care  will  change  constantly 
to  incorporate  advances  in  biomedical  and  rehabilitation 
technology  as  well  as  restrictions  due  to  cost  containment. 
Human  rights  will  prevail,  not  only  for  humanitarian 
reasons,  but  because  the  handicapped  citizens  will  unite  and 
will  lobby  legislatures  to  enact  laws  that  will  improve  the 
quality  of  their  lives. 


Dr.  Sidney  Licht,  the  man  we  honor  today,  was  a 
renaissance  man,  indeed  a “man  of  many  seasons.” 
He  had  an  indomitable  spirit  and  a dynamic  ability  to 
make  full  use  of  every  minute  of  every  day.  As  a medical 
historian,  he  was  unsurpassed  and  consolidated  the  past 
with  the  present  through  his  books  in  Physical  Medicine 
and  Rehabilitation.  His  standards  were  high,  and  he 
firmly  believed  peers  and  contemporaries  should  not 
settle  for  anything  short  of  perfection  in  their  chosen  pro- 
fession. When  they  failed,  he  criticized  them  unmerci- 
fully, which  did  not  endear  him  to  his  adversaries  and 
kept  friend  and  foe  on  their  toes  all  the  time. 

Dr.  Licht  considered  his  greatest  honor  to  be  the 
Editor  of  the  Physical  Medicine  Library.  This  was  a 
collection  of  texts  on  Physical  Medicine  that  he  edited, 
incorporating  chapters  written  by  prestigious  medical 
experts  from  many  countries.  For  each  of  the  12  volumes, 
he  wrote  a meticulously  detailed  chapter  on  the  medical 
history  of  the  subject.  The  enormous  cost  of  compiling 
and  editing  this  vast  amount  of  material  was  borne  by  a 
company  he  founded  and  funded  with  his  wife,  Elizabeth 
Licht  Publishers.  He  placed  a set  of  these  textbooks  in 
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every  impoverished  medical  school  library,  sold  most  at  a 
sizeable  discount,  and  presented  free  copies  to  physicians 
who  were  unable  to  purchase  them. 

An  inveterate  traveler  and  European  by  heart,  Sidney 
roamed  the  world  and  organized  PM  & R societies  in 
many  lands.  It  was  said  of  him  that  he  knew  more  physia- 
trists  than  any  living  person.  Because  he  wanted  these 
physicians  to  be  able  to  recognize  each  other,  he 
published  the  World  Directory  of  Physical  Medicine 
Specialists  in  1960  and  a supplement  in  1964  with  photo- 
graphs and  biographies. 

This  extraordinary  endeavor  led  to  the  creation  of  the 
International  Rehabilitation  Medicine  Association  (IRMA) 
in  1969.  IRMA  was  organized  almost  single-handed  by 
Dr.  Licht,  who  had  observed  that  the  majority  of  nations 
did  not  have  local  societies  of  Physical  Medicine  and 
Rehabilitation.  They,  therefore,  did  not  have  access  to  an 
international  forum.  In  the  original  By-laws,  he 
stipulated  that  IRMA  should  be  a society  made  up  of 
physicians  of  any  specialty  interested  in  medical  rehabili- 
tation. Sidney  liked  to  tell  the  story  how  he  was  able  to 
unite  the  two  great  but  rival  Italian  Societies  of  Physical 
Medicine  by  getting  them  to  sponsor  the  First  World 
Congress  of  IRMA  in  their  cities,  Torino  and  Milano,  in 
1970.  This  stroke  of  genius  paved  the  way  for  a successful 
international  association  that  now  has  1975  members 
from  53  countries. 

Dr.  Sidney  Licht  was  an  able  spokesman  for  Physical 
Medicine  and  Rehabilitation,  and  his  pioneering  work 
and  unselfish  devotion  to  this  medical  specialty  will  be 
remembered  as  long  as  there  are  practitioners  of  rehabili- 
tation medicine  united  in  IRMA.  IRMA  VI  - Madrid  90 
marks  the  coming-of-age  and  the  beginning  of  the  second 
generation  of  IRMA.  Dr.  Licht  would  have  been  proud 
of  his  brain-child  that  now  has  reached  the  legal  age  of 
responsibility  and  is  recognized  by  all  nations  as  the  defi- 
nitive international  rehabilitation  medicine  body. 

Tonight,  I propose  to  test  my  ability  to  forecast  the 
future  of  Physical  Medicine  and  Rehabilitation,  at  least 
during  the  next  generation.  However,  any  attempt  to 
become  a Twenty-first  Century  oracle  must  consider  the 
past,  because  the  tremendous  growth  of  our  specialty 
during  the  past  twenty  years  motivates  prophecy.  During 
the  Second  Symposium  on  Rehabilitation  Problems  that 
took  place  in  Puerto  Rico  in  1956',  I discussed  reasons  for 
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continued  optimism,  and  time  has  confirmed  this  belief. 
Future  predictions  can  be  adequately  supported  by  the 
experiences  of  the  past.  Any  attempt  to  prophesize  is 
fraught  with  inconsistencies,  but  I will  discuss  the  subject 
briefly  from  present  perspectives  prevalent  in  most  of  the 
world  but  mainly  in  Puerto  Rico  and  the  USA: 

1.  Physiatry,  the  Specialty 

2.  Disease  Entities 

3.  Eduation 

4.  Treatment 

5.  Costs  and  Quality  Assurance 

6.  Research 

7.  Ethics  and  Legislature 

Physiatry,  The  Specialty 

Physiatry,  Physical  Medicine  and  Rehabilitation, 
PMR,  was  established  as  a medical  specialty  in  the  USA 
in  1947.  The  American  Board  of  Physical  Medicine  and 
Rehabilitation  certifies  specialists,  physiatrists,  on  the 
basis  of  written  and  oral  examinations  after  for  four  years  of 
residency  training  and  one  year  of  supervised  clinic  prac- 
tice. Puerto  Rico  and  most  of  the  States  now  require  at 
least  20  hours  of  continuous  medical  education  credits 
annually  in  approved  courses  or  other  accredited  pro- 
grams for  recertification.  Possibly,  in  the  future,  the 
American  Board  of  PMR  will  require  periodic  recertifi- 
cation examinations,  either  written,  oral  or  both,  in  addi- 
tion to  or  in  lieu  of  approved  continuous  medical  educa- 
tion credits. 

The  projected  need  for  4,060  physiatrists  in  the  USA  in 
1990^  was  not  met.  In  1989\  there  were  3, 167  Board  certi- 
fied physiatrists,  of  which  190  were  new  diplomares. 
There  were  60  accredited  residency  programs  that 
admitted  1,032  residents;  96  per  cent  of  the  first-year 
positions  were  filled  through  the  National  Residents’ 
Matching  Plan.  PM  & R has  become  one  of  the  most 
solicited  medical  residency  programs,  and  one  of  the 
most  difficult  to  gain  admission  in  the  USA.  In  order  to 
evaluate  prospective  candidates  in  Puerto  Rico,  we 
counsel  them  to  take  an  elective  PMR  course  in  addition 
to  their  regular  Physical  Medicine  and  Rehabilitation 
curriculum. 

Physiatry  is  still  a scarce  specialty  in  the  USA,  and 
announcements  advertising  available  positions  pour  in 
weekly.  A report  on  physiatric  practice  characteristics 
published  in  1988“'  showed  that  physiatry  is  dominated  by 
physicians  in  their  early  forties,  who  are  office  based  for 
the  most  part  and  are  involved  directly  or  indirectly  with 
a hospital  or  a university.  Forty-eight  percent  of  the  total 
professional  activity  is  spent  in  the  area  of  physical  medi- 
cine while  about  28  per  cent  in  rehabilitation.  Only  9 per 
cent  practice  in  communities  of  less  than  50,000  popula- 
tion, and  more  than  56  per  cent  are  found  in  cities  with 
500,000  or  more  people.  As  the  larger  cities  get  saturated, 
the  practice  of  physiatry  will  expand  to  the  smaller  cities. 
This  is  happening  in  Puerto  Rico,  where  there  are  146 
practicing  physiatrists  at  present,  and  this  “migration” 
has  made  the  specialty  well-known  throughout  the  entire 
island. 

Physiatry  is  no  longer  practiced  exclusively  in  the 
rehabilitation  center  complex,  and  the  physiatrist  no 


longer  participates  solely  as  a member  of  the  rehabilita- 
tion team.  The  apparent  trend  is  to  open  a private  office 
for  consultations,  electrodiagnostic  procedures,  physical 
modalities  to  relieve  pain,  and  exercises  to  increase  range 
of  joint  motion  and  muscle  strength.  This,  I believe,  is  the 
real  reason  for  the  accelerated  interest  in  physiatry  as 
opposed  to  the  original  administrative  role  of  the  physia- 
trist and  will  prevail  throughout  the  world. 

Disease  Entities 

The  elderly,  chronically  ill,  and  impaired,  disabled  and 
handicapped  persons  of  all  ages  constitute  the  patient 
load  of  the  physiatrist.  At  present,  there  are  28  million 
people  in  the  USA  over  the  age  of  65  years,  about  12  per 
cent  of  the  population;  by  the  year  2000,  this  group  will 
number  36  million  or  15  per  cent.^  Maladies  with  loss  of 
function  are  treated  more  successfully  whenever  the 
physiatrist  is  consulted.  Examples  are:  stroke,  amputation, 
and  deconditioning  problems  of  prolonged  bed  rest 
and/or  debilitating  diseases.  In  the  young  adult,  the  main 
cause  of  disability  and  handicap  (as  well  as  death)  is  due 
to  trauma  and  accidents,  and  this  won’t  change.  Seven 
out  of  every  100,000  births  will  result  in  cerebral  palsy^, 
and  this  number  has  remained  constant  over  the  years. 
These  and  other  neuromuscularskeletal  problems  in  chil- 
dren are  usually  referred  to  rehabilitation  medicine 
centers  for  total  care,  because  the  general  practitioner  or 
pediatrician  is  ill-equipped  to  treat  these  children  in  the 
office.  Myofascial  pain  syndromes,  trauma  and  debilita- 
ting diseases  constitute  an  increasing  source  of  referral  to 
the  physiatrist. 

Suffice  it  to  say,  the  practice  of  physiatry  is  the  defini- 
tive treatment  for  disease  entities  producing  impairment, 
disability  and  handicap  regardless  of  age  or  medical 
condition.  There  will  always  be  an  excessive  load  of 
patients  requiring  physiatric  care. 

Education 

The  PMR  residency  training  covers  four  years;  one, 
usually  the  first,  a rotation  through  medicine  and  sur- 
gery, and  three  in  PMR.  Following  this  period  of 
training,  the  resident  is  eligible  to  taken  the  examinations 
of  the  American  Board  of  PMR.  At  present,  there  is  the 
possibility  to  acquire  a second  specialty.  Pediatrics, 
through  an  agreement  with  the  American  Board  of 
Pediatrics.  Dual  specialty  certification  will  become  feasi- 
ble in  the  near  future  with  Internal  Medicine.  Fellowships 
are  available  in  cardiology,  electromyography,  geriatrics, 
pain,  pediatrics,  research,  spinal  cord  injury  and  stroke. 
These  require  one  or  two  years  of  additional  training 
following  completion  of  the  PMR  residency  program. 
With  the  exorbitant  demand  for  physiatric  services  to 
care  for  these  difficult  medical  problems,  the  future  need 
for  physiatrist  trained  in  these  subspecialties  is  limitless. 

Instruction  is  found  not  only  in  the  class  rooms  and 
clinics  but  also  in  the  library  and  literature.  During  the 
past  year,  the  San  Juan  VAMC  library  added  25  new 
volumes  to  the  PMR  shelves,  and  this  is  but  a small  frac- 
tion of  the  books  published  throughtout  the  world  in  the 
specialty.  Over  the  past  five  years,  our  comprehensive 
PMR  bibliography  increased  to  216  textbooks,  30 
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journals,  26  audiovisual  cassettes  and  more  than  a 
hundred  audio  cassettes  and  tapes.  The  production  of 
educative  materials  will  increase  enormously  in  the 
future,  funded  by  society  membership  dues,  donations 
from  public  funds,  commercial  advertisements,  and  the 
largess  of  philanthropy. 

Treatment 

The  basic  principles  of  rehabilitation  medicine  will 
continue  to  remain  the  mainstay  of  caring  for  the 
impaired,  disabled  and  handicapped  patients.  As  at 
present,  the  team  concept  will  prevail  for  the  more 
seriously  handicapped  in  large,  centralized  rehabilitation 
centers.  There  will  be  a greater  number  of  physiatrists  in 
solo  practice,  performing  electromyograms,  treating 
myofascial  pain  syndromes,  trauma  secondary  to  sports 
injuries  and  accidents,  and  other  neuromuscularskeletal 
problems.  With  advancements  in  rehabilitation  techno- 
logy, new  equipment  will  be  invented  and  successfully 
incorporated  into  the  armamentarium  of  physiatric 
modalities.  Treatments  will  become  standardized,  and 
there  will  be  more  use  of  uniform  data  systems’  for 
medical  rehabilitation  that  have  been  found  to  be  cost 
effective. 


Cost  and  Quality  Assurance 

Federal  government  health  services  are  faced  with 
soaring  costs  as  are  all  private  and  public  sectors. 
Reimbursements  have  been  curtailed  by  both  govern- 
ment and  private  insurance  companies  to  hospitals  and 
physicians  alike.  This  will  continue  unabatedly  in  the 
future  and  will  force  the  health-care  providers  to  evaluate 
their  programs  constantly.  This  is  especially  significant 
for  PMR  services  that  provide  long-term  care. 

There  have  been  years  of  workload  expansion  without 
any  additional  funding.  This  restriction  in  budget  has 
forced  many  hospitals  and  PMR  offices  to  limit  services, 
and  patients  are  not  getting  optimum  care.  This  will 
continue  to  worsen  as  costs  rise.  Rehabilitation  Medicine 
departments  will  have  to  improve  quality  of  care  utilizing 
available  facilities.  Work  loads  will  be  assessed  using 
good  case-mix  measures;  past  experience  will  be  consi- 
dered; and,  services  and  facilities  will  be  compared  in 
order  to  determine  reimbursement  allocations.  Quality 
Assurance  Committees  will  constantly  evaluate  ongoing 
medical  programs  and  available  resources  in  order  to 
insure  the  highest  quality  or  medical  care  at  the  lowest 
reasonable  cost. 

Research 

Rehabilitation  technology  and  rehabilitation  enginee- 
ring will  continue  to  improve  diagnostic  and  therapeutic 
modalities  that  will  be  incorporated  into  patient  care. 
Funds  are  available  for  promising  investigators  from  the 
Department  of  Veterans  Affairs’  Rehabilitation  Research 
and  Development  Services.*  Additional  Federal  agencies 
that  finance  rehabilitation  technology  research  are  the 
National  Institute  on  Disability  and  Rehabilitation  and 


Office  of  Special  Education  and  Rehabilitation  Services. 

In  1979,  the  US  Federal  government  spent  nearly  30 
billion  dollars  for  science  research®,  most  of  which  went 
to  government  agencies  and  universities  with  well- 
equipped  laboratories  and  well-known  researchers.  With 
budget  cuts,  the  government  reduced  grant  funds,  but 
corporate  and  private  philanthropy  continued  to  make 
money  available  for  research.  All  that  is  necessary  is  to 
change  creative  ideas  into  acceptable  research  protocols, 
and  funding  will  appear. 


Ethics  and  Legislation 

Today,  there  is  not  a single  code  of  ethics  applicable  to 
the  rehabilitation  medicine  field.  There  are  as  many 
professional  codes  as  there  are  multidisciplinary  mem- 
bers of  the  rehabilitation  team,  which,  at  times,  can  limit 
the  ability  to  solve  ethical  dilemmas.  In  addition,  there  is 
the  seemingly  uncompassionate  conflict  between  cost 
controls  and  the  dire  need  for  more  therapy  for  severely 
disabled  and  handicapped  patients.  Unfortunately, 
today,  there  is  not  enough  time,  space,  nor  personnel 
available  to  rehabilitate  all  these  persons. 

Dr.  Howard  A.  Rusk‘°  formulated  the  holistic  or 
humanistic  approach  to  medical  care  of  the  disabled  and 
handicapped,  which  teaching  quickly  spread  around  the 
world.  His  program  proved  without  a doubt  that  the 
handicapped,  properly  trained,  are  valuable  and  produc- 
tive citizens. 

As  human  rights  and  the  dignity  of  man  overcome 
archaic  prejudices  and  economic  priorities,  new  legisla- 
ture will  be  passed  to  assist  the  disabled  and  handicapped 
take  their  rightful  place  in  society.  The  long-awaited 
Americans  with  Disabilities  Act  (ADA)  has  now  been 
endorsed  by  the  USA  Senate  and  awaits  enactment  by  the 
House  prior  to  becoming  a law  with  the  president’s  signa- 
ture. This  Act,  result  of  combined  efforts  of  the  handicap- 
ped and  persons  interested  in  medical  rehabilitation,  will 
provide  among  other  things  facilities  to  improve  indepen- 
dent living  for  the  handicapped. 

United,  the  handicapped  consumers  have  become  a 
strong  lobby  for  human  rights  in  Washington,  D.C.,  and, 
united,  they  can  become  a forceful  lobby  in  all  the 
Capitols  of  the  world.  Legislation  favoring  preparation 
of  medical  rehabilitation  personnel,  financing  rehabilita- 
tion medicine  care  and  research  in  addition  to  funding 
facilities  for  independent  living  for  the  handicapped  will 
continue  to  be  enacted  as  necessary  in  the  future. 


Addendum 

In  July  1990,  President  Bush  signed  the  Americans 
with  Disabilities  Act.  This  law  now  prohibits  discrimina- 
tion against  disabled  people  in  the  workplace,  requires 
that  construction  of  new  public  accomodations  and  new 
buses  be  made  accessible,  and  telecommunications  be 
made  available  for  speech  and  hearing  impaired  indivi- 
duals. By  this  law,  Americans  with  disabilities  can  have 
full  participation  in  all  aspects  of  society. 
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Resumen:  Brevemente  se  ha  presentado  un  vistazo 

hacia  el  futuro  cercano  y lejano  de  la  Medicina  Física  y el 
Fisiatra.  Siempre  habrá  una  gran  cantidad  de  pacientes 
envejecientes,  crónicamente  enfermos,  impedidos,  incapa- 
citados y con  limitaciones.  El  cuidado  a pacientes  cambiará 
constantemente  para  incorporar  adelantos  en  la  tecnología 
bíomédica  y de  rehabilitación  como  también  por  restric- 
ciones por  control  de  costos.  Los  derechos  humanos  preva- 
lecerán no  sólo  por  razones  humanitarias,  sino  porque  los 
ciudadanos  con  limitaciones  se  unirán  y cabildearán  en  las 
legislaturas  para  aprobar  leyes  que  mejorarán  la  calidad  de 
sus  vidas. 
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Updates  on  AIDS  Crytosporidiosis:  A Review 

José  I.  Garrido  Dávila,  MS,  IV  Carlos  H.  Ramirez  Ronda,  MD,  FACP 


Abstract:  Cryptosporidium  is  a protozoal  coccidian 

parasite  that  produces  among  other  diseases  chronic  watery 
diarrhea.  The  extent  of  the  diseases  is  mostly  dependent  on 
the  immune  status  of  the  individual.  Mortality  in  immuno- 
suppressed  and  AIDS  individuals  due  to  the  diarrhea  illness 
is  nearly  80%.  Although  no  effective  treatment  is  available 
yet,  promising  results  have  been  related  to  the  use  of 
Spiramycin,  Erythromycin,  Somatostatin  and  its  analo- 
gues, and  zidovudine. 

Cryptosporidium  is  a protozoal  coccidian  parasite  first 
identified  in  1907  in  the  mouse  and  known  for  many 
years  to  cause  diarrhea  in  calves.'  It  produces  chronic 
profuse  watery  diarrhea  in  immunocompetent  indivi- 
duals that  is  mostly  self  limited. 

Today,  the  disease  is  more  commonly  seen  at  the  day 
care  centers,  in  people  with  high  dose  of  corticosteroids, 
in  immunosuppressed  renal  transplant  recipients,  in 
people  with  hypogammaglobulinemia,  and  in  immuno- 
compromised patients  specifically  with  T cell  defects. 

Clinical  manifestations  and  laboratory  findings  in 
immunocompetent  patients  are  nonspecific.  The  main 
feature  is  passage  of  profuse,  watery,  nonbloody  stools 
without  inflammatory  cells.  Other  symptoms  include  but 
are  not  limited  to:  colicky  abdominal  pain,  nausea, 
watery  malodorous  diarrhea,  anorexia  weight  loss, 
malaise  and  fever.  In  the  immunocompetent  patient, 
symptoms  are  generally  shorter,  average  duration  5 to  10 
days  and  remit  without  therapy.  Rarely  a patient  may 
require  hospitalization,  and  many  of  them,  remain 
asymptomatic.^  On  the  other  hand,  50%  of  immunocom- 
promised patients  have  diarrhea  for  longer  than  4 months 
with  diarrheal  fluid  volumes  as  large  as  3L.  a day. 

The  mean  incubation  period  after  contact  with  the 
parasite’s  oocyst  is  6 days  and  shedding  of  oocysts  in 
stool  generally  stops  within  two  weeks  after  the  diarrhea. ' 

The  first  reports  of  Cryptosporidia  causing  diarrhea  in 
AIDS  patients  were  received  by  the  Centers  for  Disease 
Control  (CDC)  as  early  as  1979.^  Cryptosporidiosis  tends 
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to  appear  late  in  the  course  of  the  disease  when  many 
other  opportunistic  diseases  are  also  present.  At  the  moment, 
Cryptosporidial  diarrhea  is  a diagnostic  marker  for 
AIDS  particularly  when  it  manifests  itself  for  a period  of 
4 weeks  or  longer  in  those  individuals  without  any  other 
reason  for  immunodeficiency. 

Transmission 

Cryptosporidium  infections  are  uncommon,  accounting 
for  2 to  5%  of  acute  enteric  conditions.  Mortality  may  be 
up  to  80%.  Before  the  AIDS  epidemic,  Cryptosporidial 
diarrheal  illness  was  considered  a zoonosis.  It  was  more 
commonly  seen  in  animal  handlers,  since  contact  with 
animal  feces  is  an  important  mode  of  transmission. 
However,  there  are  now  numerous  reports  of  Cryptospo- 
ridiosis without  any  animal  contact.  Its  mode  of  trans- 
mission is  most  commonly  by  the  oral-fecal  route, 
although  cases  of  respiratory  transmission  has  been 
reported. 

The  disease  is  highly  infectious,  it  has  an  incubation 
period  of  5 to  14  days.  In  1985,  it  was  recognized  as  a 
cause  of  travelers  diarrhea.''  Adequate  indirect  evidence 
in  outbreaks  involving  large  communities  indicates  that 
water  or  milk  may  be  a common  source. 

Pathogenesis 

The  organism  is  4 to  5 micrometers  in  diameter,  about 
the  size  of  a yeast.  Its  life-cycle  is  completely  extracel- 
lular.^ On  intestinal  biopsies,  the  darkly  stained  orga- 
nisms are  located  extracellularly,  lined  up  at  the  tip  of  the 
microvilli  of  the  epithelial  brush  border.  A modification 
of  the  epithelial  surface  membranes  of  the  microvilli 
encloses  the  parasite  in  a parasitic  vacuole  at  the  attach- 
ment pole.  Since  voluminous  watery  diarrhea  resembling 
cholera  is  the  major  clinical  presentation,  an  enterotoxin 
was  proposed  as  the  mechanism  of  pathogenesis.'* 
However,  studies  on  stool  filtrate  have  failed  to  demons- 
trate any  enterotoxin.^ 

Gastrointestinal  Cryptosporidium  does  not  invade  the 
mucosa,  rather  trophozoites  attached  to  the  mucosal 
surface.  Athrophy  of  the  small  intestine  villi  and 
mononuclear  infiltrate^  has  been  described  as  well  as 
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\ malabsorption  documented  by  abnormal  D-xylose  and 
abnormalities  of  the  72  hr.  fecal  fat.**  In  other  series,  a 
barium  follow  through  showed  nonspecific  malabsorp- 
tion pattern  with  Cryptosporidia  seen  on  jejunal  biopsy 
1 and  abnormal  xylose  and  Schilling  tests.’ 

The  persistence  of  symptoms  in  immunosuppressed 
individuals  suggests  that  symptoms  and  chronicity  are 
' related  to  the  degree  of  immunocompromise.  Efforts  to 
I look  at  the  antibody  response*  showed  that  individuals 
I with  AIDS-associated  Cryptosporidiosis  lacked  IgM  and 
IgA;  but  have  low  levels  of  IgG.  It  is  well  known  that 
I secretory  IgA  plays  a vital  role  in  the  defensive 
j mechanism  of  mucous  membranes  and  the  IgA.*  In 
children  of  developing  nations,  breast  feeding  with  pas- 
sive immunization  is  protective.*  This  could  explain  why 
Cryptosporidium  affects  mostly  children  over  the  age  of 
two.' 

Dissemination 

Disseminated  Cryptosporidiosis  have  been  demon- 
strated in  newborn  with  double  immune  deficiency  and  in 
AIDS  patients  with  multiple  system  involvement  of 
pancreatic,  biliary,  respiratory  and  gastrointestinal  tract 
disease. 

In  respiratory  Cryptosporidiosis,  the  organisms  have 
been  found  inside  the  macrophage.  Whether  or  not  disse- 
mination of  the  organism  from  the  intestinal  tract  occurs 
via  macrophage  is  of  interest,  but  unknown. 

Goodstein  et  al*  published  a case  of  a 27  yr.  old  AIDS 
patient  admitted  with  abdominal  bloating  and  diarrhea 
of  one  week  duration.  The  patient  complained  of  cough 
and  was  noted  to  have  hemoptysis.  Chest  film  suggested  a 
[ vague  left  infrahilar  infiltrate.  Bronchoscopy  showed 
I mucosal  edema  and  mild  erythema  of  the  airways. 
Cryptosporidium  was  diagnosed.’ 

Bronchial  Cryptosporidium,  like  its  gastrointestinal 
I counterpart  is  not  a mucosal  invader  and  therefore  lends 
i itself  to  bronchial  lavage  and  biopsy.* 

Cryptosporidium  may  also  cause  symptomatic  inter- 
stitial pulmonary  infection  indistinguishable  from 
Pneumocystis  carinii."*  Organisms  can  be  found  in  respi- 
ratory secretions  and  mucosal  surface  epithelium.  It 
causes  cough,  copious  white  sputum,  sore  throat,  and 
shortness  of  breath.* 

Other  systemic  manifestation  of  Cryptosporidiosis 
include  involvement  of  the  liver  and  a calculous  cholecys- 
I titis,  which  may  manifest  as  right  upper  quadrant  pain 
1 and  elevation  in  liver  function  tests  particularly  the 
1 alkaline  phosphatase  values.* 

Diagnosis 

A three  step  stool  examination  has  been  used  to  deter- 
mine the  presence  of  occysts."*  In  a comparative  study 
performed  by  Garcia  et  al."'  Fifteen  methods  for  detecting 
Cryptosporidium  oocysts  were  evaluated  for  ease  of 
recognition,  organism  morphology,  and  organism  quan- 
tification. The  modified  Ziehl-Neelsen  carbolfuchsin 
stain  on  10%  formalin  (MAES)  received  the  overall 
highest  recommendation. 
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Other  methods  of  diagnosis  also  include  biopsy  and 
serologic  examination.  Biopsy  is  rarely  required  for  diag- 
nosis. Exceptions  in  most  cases  include  disseminated 
Cryptosporidiosis  in  where  specific  organs  such  as  gall- 
bladder, common  bile  duct  and  the  esophagus  are 
involved.*  The  only  problem  in  the  biopsies  is  that  lesions 
can  be  focal  and  therefore,  non  representative.  Hence,  in 
patients  with  diagnosed  intestinal  cryptosporidiosis,  pos- 
sible involvement  of  multiple  sites  should  be  considered  if 
the  patient  with  symptoms  of  pneumonia,  hepatitis, 
cholecystitis,  and  biliary  tract  disease.* 

Cryptosporidial  serology*  can  be  carried  out  using 
indirect  fluorescent  antibody  test  (IFA),  and  enzyme- 
linked  immunoassay  (ELISA).  Serologic  testing  demon- 
strating a change  in  titers  is  not  useful  in  the  diagnosis  of 
acute  Cryptosporidiosis  because  antibodies  may  not  be 
present  in  persons  with  deficiencies  of  humoral  immunity, 
and  because  the  antibodies  does  not  appear  until  some 
time  after  the  infection. “ The  IgM  titer  appears  within 
7 days  after  the  onset  of  symptoms  and  dissappears 
within  1 to  2 months;  whereas  the  IgG  titer  usually  rises 
to  high  levels  within  3 to  4 months.*  The  antibody  against 
Cryptosporidia  is  presumably  non  protective,  and  has 
very  little  or  no  cross  reactivity  with  other  coccidia  such 
as  Toxoplasma  or  Isospora.  On  the  other  hand,  in 
immunocompetent  individuals  seroconversion  is  usually 
accompained  with  recovery.  This  is  why  changing  titers 
against  Cryptosporidiosis  should  be  reserve  for  retros- 
pective diagnosis  or  epidemiologic  studies.'' 

More  sophisticated  studies  using  nonfluorescent- 
monoclonal  antibody  (Mab)-based  method  of  oocyst 
detection  has  been  developed*  and  proven  useful  in  the 
early  detection  of  oocysts  in  fecal  samples  and  water 
supplies.  In  1984  a monoclonal  antibody  to  the  oocysts 
wall  was  developed.  The  monoclonal  reagent  proved  to 
be  extremely  specific  and  approximate  20  times  more 
sensitive  than  the  acid  fast  technique.  The  reagent  is 
available  and  commercialized  as  the  Merifluor  Cryptos- 
poridium Kit  (Meridian  diagnostics).  In  a comparable 
study  with  the  Ziehl-Neelsen  modified  acid  fast  stain 
(MAES)  it  proved  to  be  100%  sensitive  and  100% 
specific.’  But  the  MAES  method,  came  out  to  be  more 
rapid,  inexpensive,  and  sensitive  test  particularly  when 
lower  number  of  oocyst  are  present,  and  does  not 
requires  the  use  of  a fluorescence  microscope. 

Treatment 

Even  though  the  disease  is  self  limited  in  immunocom- 
petent individual,  no  effective  treatment  is  available. 
Treatment  therefore,  has  been  focused  on  supportive  care 
and  symptomatic  relief,  using  fluid  and  electrolyte  repla- 
cement. 

In  animal  studies,  none  of  the  25  different  compounds 
that  might  be  expected  to  show  efficacy  in  coccidian 
infections  was  useful  in  treating  Cryptosporidial  disease. 
In  most  series,  there  has  been  mixed  results  in  inconsis- 
tencies in  the  response  to  therapy.  Nevertheless,  the  latest 
studies  involving  the  treatment  of  Cryptosporidial 
disease,  particularly  gastrointestinal  and  respiratory 
disease,  have  been  focused  on  the  following  therapies: 
Spiramycin,  Erythromycin,  Somatostatin  and  its  analo- 
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gues,  Antidiarrheal  agents,  Hyperimmune  bovine  colo- 
strum, and  Zidovudine.  In  this  paper  we  are  going  to 
discuss  some  results  gathered  about  these  medications. 

Spiramycin 

It  is  a macrolide  antibiotic  closely  related  to  erythro- 
mycin and  has  been  used  in  Europe  and  in  Canada  for  the 
treatment  of  Toxoplasmosis.^  In  it  oral  form,  it  is  poorly 
absorbed  from  the  gastrointestinal  tract.  This  is  why  oral 
spiramycin  is  the  suggested  therapy  for  Cryptosporidium 
enteritis.’®  Unfortunately,  most  of  the  data  demonstrate 
inconsistency  of  results.  The  most  encouraging  reports  in 
the  treatment  of  AIDS  patients  are  extremely  rare.  Most 
of  the  immunosuppressed  patients  have  had  a limited 
response  to  Spiramycin  which  includes  symptomatic 
relief  of  the  diarrhea,  but  continue  shedding  of  the 
oocysts  from  stool,  and  limiting  gastrointestinal  side 
effects.” 

The  efficacy  of  spiramycin  was  evaluated  in  a double 
blind  placebo  controlled  study  of  44  immunocompetent 
infants  ages  2 to  13  months.’^  In  most  of  the  affected 
children,  the  diarrhea  was  self  limited  with  spontaneous 
resolution  occurring  in  5 to  20  days. 

Erythromycin 

Like  spiramycin,  erythromycin  has  produced  signifi- 
cant reduction  in  stool  volumes.^  Goodstein  et  af, 
published  a case  of  and  AIDS  patients  with  Cryptospori- 
dium enteritis  and  Cryptosporidium  pneumonitis  that 
demonstrate  radiographic  clearing  of  a pulmonary  infil- 
trate with  symptomatic  improvement. 

Somatostatin  and  its  analogues 

Somatostatin  inhibits  acetylcholine  secretion  and 
gastrointestinal  mucosa  blood  flow,  it  has  a variety  of 
inhibitory  effects  on  gastrointestinal  hormones  as  well  as 
possible  nonspecific  effect  on  gastrointestinal  mucosal 
fluid  and  electrolyte  secretion.  Its  effects  appears  to  be 
mediated  by  the  drug’s  suppressive  action  on  the  intes- 
tinal transport. 

Katz  et  al’^  published  a case  of  an  AIDS  patient  refrac- 
tory to  spiramycin  among  other  medications.  The  patient 
was  treated  with  the  somatostatin  analogue.  Octreotide. 
After  10  days  of  therapy,  the  patient  stool  output 
dropped  to  half,  but  continue  with  persistent  positive 
stool  smears  for  Cryptosporidium. 

Cook  et  al’^  published  a similar  case  but  using  the 
somatostatin  analogue  SMS  210-995,  Sandoz  Pharma- 
ceutical with  a dramatic  effect  on  stool  volume 
frequency. 

Zidovudine 

At  the  moment,  no  type  of  medication  has  been 
successful  in  the  cure  of  Cryptosporidial  enteritis  and  the 
shedding  of  stool  oocysts. 

Cryptosporidial  disease  causes  a self  limited  diarrheal 
illness  in  immunocompetent  patients.  Therefore  cellular 


immunity  and  possibly  secretory  mucosal  antibody 
production  seems  to  be  important  in  the  recovery  from 
Cryptosporidiosis. 

Connoly  et  aP  postulate  the  exiting  possibility  that  the 
use  of  zidovudine  therapy  in  AIDS  patient  with  Cryptos- 
poridial diarrhea,  resulted  in  marginal  improvement  in 
immune  competence  sufficient  to  eradicate  Cryptospo- 
ridia from  the  stool  without  specific  antibiotic  therapy. 

Results  from  Orenburg  et  al”  published  the  case  of  an 
AIDS  patient  with  severe  secretory  diarrhea  and  malab- 
sorption who  had  clinical,  microbiologic,  and  histologic 
resolution  of  Cryptosporidiosis  after  therapy  with 
Zidovudine.  Similar  results  have  been  published  by 
Connolly  et  aP  and  by  Chandrasekar”  in  AIDS  patients 
treated  with  zidovudine  for  Cryptosporidial  diarrhea, 
and  in  all,  the  diarrhea  has  resolved  and  no  Cryptospo- 
ridia has  been  isolated  in  the  stool  smears. 

Zidovudine  and  acyclovir  are  not  known  to  have  direct 
antagonistic  effect  on  Cryptosporidium;  although, 
acyclovir  is  known  to  synergize  with  zidovudine  in  the  in 
vitro  suppression  of  the  HIV  virus.  In  the  study  they  pro- 
posed that  attention  to  the  underlying  viral  infection  may 
be  the  best  approach  to  certain  otherwise  intractable 
opportunistic  disease  that  occurs  in  inwnunocompro- 
mised  patients. 


Summary 

Cryptosporidium  is  a coccidian  parasite  known  for  the 
production  of  chronic  watery  diarrhea  mostly  in  people 
in  contact  with  farm  animals.  Since  the  emergence  of 
AIDS  disease,  it  has  been  recognized  to  be  commonly 
associated  with  other  forms  of  immunosuppression.  In 
immunocompetent  individuals  including  infants,  the 
disease  is  relatively  short  termed  and  limited  and  no  form 
of  therapy  is  usually  required.  While  in  the  immunosup- 
pressed individuals,  including  AIDS,  the  disease  lasts  for 
longer  periods  of  time,  and  may  become  disseminated. 
Cryptosoridium  is  not  an  invasive  organism.  Its  pathoge- 
nesis in  the  gastrointestinal  tract  is  related  to  areas  of 
mucosal  atrophy  and  malabsorption.  No  enterotoxin  has 
been  found.  Its  mode  of  transmission  is  mostly  by  the 
fecal-oral  route,  although  cases  involving  the  respiratory 
route  has  been  reported. 

Currently  no  form  of  treatment  exists  for  the  disease. 
Most  of  the  cases  reported  presented  mixed  results,  and 
non  conclusive  data  could  be  drawn.  Most  forms  of 
therapy,  including  Spiramycin,  Erythromycin,  and 
Somatostatin  at  the  most  have  reported  a reduction  in  the 
amount  of  daily  of  stool  volume  without  clearance  of  the 
oocysts  from  the  body. 

Cryptosporidial  disease  is  mostly  dependent  on  the 
immune  status  of  the  individual.  The  most  promising 
results  have  come  from  involving  the  use  of  Zidovudine. 
Zidovudine  not  only  seems  to  be  effective  in  the  reduction 
of  stool  volume,  but  also,  in  the  resolution  of  oocysts 
from  the  body. 

At  the  moment,  no  effective  treatment  against 
Cryptosporidiosis  exists,  but  it  seems  that  most  of  the 
therapy  in  the  future  should  be  geared  toward  boosting 
the  immune  competence  of  the  individuals. 
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Resumen:  Cryptosporidio  en  un  parásito  que  se 

caracteriza  entre  otras  enfermedades  por  la  formación  de 
diarreas  crónicas  acuosos.  El  curso  de  la  enfermedad 
depende  mayormente  del  estado  inmunológico  del  paciente. 
Las  diarreas  pueden  causar  hasta  un  80%  de  mortalidad  en 
pacientes  inmunosuprimidos  como  de  SIDA.  Aunque  hasta 
el  momento  no  existe  ningún  tipo  de  terapia  efectiva,  resul- 
tados prometedores  se  le  han  atribuido  al  uso  de  Espiromi- 
cina,  Eritromicina,  Somatostatina  y sus  análogos,  y a 
Zidovudina. 
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An  Unusual  Niche  for  an  Opportunistic  Fungus 

Nuri  Rodriguez-del  Valle*  Lydia  Quigdley**  Sergio  A.  Silva-Ruiz*** 


Abstract:  An  acrylic  on  canvas  painting  from  the 

collection  of  the  Institute  of  Puerto  Rico  Culture  was  found 
to  be  stained  with  light  brown  spots.  Under  ultraviolet  light 
it  was  evident  that  these  spots  covered  the  entire  painting. 
Scotch  tape  samples  from  different  areas  of  the  painting 
were  taken.  In  almost  all  of  these  samples,  septated  hyphae 
were  observed  to  surround  the  canvas  fibers  and  in  most  of 
them,  spiny  or  rough-surfaced  conidia  were  also  observed. 
A sample  from  the  canvas  which  was  incubated  over  a 
Sabourand  agar  plate  yielded  a fungus  very  similar  to  the 
one  observed  in  the  tape  samples  after  subculturing  in 
potato  dextrose  agar.  Slide  cultures  and  culture  characte- 
ristics provided  evidence  that  this  fungus  was  a species  of 
Scopulariopsis.  This  fungus  has  been  implicated  in  human 
disease  and  in  this  case,  it  was  the  cause  of  the  deterioration 
of  the  painting. 

The  preservation  of  art  works  requires  very  special 
efforts,  which  are  usually  costly  and  difficult  to 
implement.  This  is  more  important  in  a tropical  country 
where  climatological  conditions  are  most  favorable  for 
the  proliferation  of  microorganisms,  particularly  fungi. 
Among  the  fungi  in  general,  there  are  many  species  with 
the  potential  to  metabolize  the  organic  matrixes  and  pig- 
ments that  constitute  the  raw  materials  for  most  works  of 
art. 

The  work  summarized  in  this  paper  describes  the  diag- 
nosis and  cure  of  a rare  fungal  infection  on  an  acrylic  on 
canvas  painting.  “Mangle  de  Salinas”  by  Myrna  Báez  has 
been  exhibited  in  many  occasions  and  has  spent  a consi- 
derable time  in  and  out  of  storage  depots.  Adequate 
storage  has  been  impossible  to  monitor  in  relation  to  such 
important  parameters  as  humidity,  temperature,  and 
light.  Unfavorable  conditions  during  handling,  exhibi- 
tion, and  storage  were  probably  responsible  for  fostering 
microbial  growth. 

The  painting’s  physical  appearance  was  suggestive  of 
massive  fungal  contamination.  A prompt  and  effective 
diagnosis  and  cure  was  needed  to  allow  the  appropriate 
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restoration  efforts  to  be  implemented  and  to  evaluate  the 
potential  risks  of  human  disease  involved  for  curators 
and  other  personnel. 

Materials  and  Methods 

Examination  of  the  Painting  under  Ultraviolet  Light 

The  painting  was  examined  in  a dark  room  under  ultra- 
violet lights  localized  vertically,  parallel  to  the  painting, 
2 ft  away.  The  lamps  contained  4 Sylvania  tubes  (S-40- 
BLB)  of  48  in  length. 

The  photo  under  UV  light  was  taken  with  a black  and 
white  Polaroid  film  (negative  number  55,  4”  x 5”)  using 
a YK2  filter  on  a Calumet  Orbit  View  camera  with  a 1 6 in 
bellows  K-2. 

Scotch  Tape  Samples 

Direct  microscopic  examination  of  the  areas  of  the 
painting  showing  brownish  pigmentation  on  the  painted 
and  unpainted  surfaces  was  done  using  the  Scotch  Tape 
technique.  Small  (2  in)  Scotch  Tape  strips  were  pressed 
into  the  canvas  and  lifted  immediately.  The  Scotch  Tape 
strips  were  then  allowed  to  rest  on  a glass  slide  with  a 
drop  of  lactophenol  cotton  blue. 

The  slides  were  inspected  for  the  presence  of  fungal 
elements  using  a Nikon  Labophot  light  microscope  at 
40X  magnification. 

Swab  Samples 

Sterile  cotton  swabs  were  gently  rubbed  over  an  area  of 
approximately  1 in  over  the  front  and  back  surfaces  of  the 
painting  and  the  frame.  The  areas  chosen  were  those  that 
showed  brownish  pigmentation  on  both  sides  of  the 
canvas.  Five  samples  were  taken.  After  sampling,  the 
swabs  were  used  immediately  to  inoculate  Sabouraud 
dextrose  agar  plates  containing  penicillin  (0.24  g/1) 

and  streptomycin  (0.8  g/1)  (Difco).  The  swabs  were 
also  incubated  in  sterile  tubes  containing  a buffered  salts 
medium  with  glucose  and  vitamins  at  pH  4.0  (6) 
containing  chloramphenicol  (16  mg/1),  penicillin 

(0.24  g/1),  and  streptomycin  (0.8  g/1).. 

The  Sabouraud  dextrose  agar  plates  were  incubated  at 
25°C  in  a Fisher  low  temperature  incubator  (model  307) 
for  a maximum  of  2 weeks.  They  were  examined  every  2-3 
days  for  microbial  and  fungal  growth. 
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Canvas  Sample 

A piece  of  unpainted  canvas  from  the  painting’s  edge 
was  cut  with  sterile  scissors  and  deposited  over  the 
surface  of  a Sabourand  dextrose  agar  plate.  The  fungal 
growth  obtained  was  transferred  to  a potato  dextrose 
agar  plate  (Difco).  These  plates  were  incubated  as 
described  above. 

Slide  Cultures 

Fungal  identification  was  performed  using  the  slide 
culture  technique  as  described  by  Larone.^ 

Ethylene  Oxide  Sterilization 

Ethylene  oxide  sterilization  of  the  painting  was  carried 
out  using  a Castle  sterilizer  and  aerator  (model 
M/C  3471).  The  sterilizing  agent  used  was  a gaseous 
mixture  of  12%  ethylene  oxide  and  88%  Dichlorodifluo- 
romethane  (Freon  12).  Canvas  samples  containing  the 
same  pigments  as  the  original  painting  were  subjected  to 
either  1,  1.5,  2 or  3h  sterilization  to  assess  any  harm  or 
change  undergone  by  the  painting’s  pigments  induced  by 
the  sterilization  process  before  subjecting  the  painting  to 
this  procedure.  The  painting  was  thus  sterilized  for  3h. 
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Under  binocular  microscopic  examination,  the  canvas’ 
fibers  appeared  fragile  and  partially  devoid  of  the  acrylic 
painting  in  the  areas  of  the  brownish  spots. 

Scotch  Tapes  Samples 

Ten  Scotch  Tape  samples  were  taken  in  areas  distri- 
buted over  the  whole  surface  of  the  painting.  Seven  of 
them  were  taken  from  the  painted  surface  of  the  canvas,  2 
from  the  unpigmented  or  back  surface,  and  1 from  the 
wooden  frame  (Table  1).  Samples  1 to  6 evidenced  the 
presence  of  hyphal  fragments  with  septated  hyphae  and 
round  conidia  with  a rough  or  spiny  surface  (Figure  2). 
Penicillium-like  structures  were  observed  in  some  of 
these  samples  but  with  rough  surfaced  conidia.  Sample  2 
evidenced  in  addition,  broader  hyphal  elements  and  a 
sporulation  structure  similar  to  that  of  Cladosporium 
species.  In  sample  7 only  hyphal  fragments  were 
observed.  Samples  8 and  9,  taken  from  the  canvas’ 
back,  yielded  hyphal  fragments  and  conidia  similar  to 
those  observed  in  samples  1 to  6.  Sample  10,  obtained 
from  the  frame  did  not  reveal  the  presence  of  fungal 
elements. 

Table  I 


Results 

Description  of  the  Painting 

The  painting  was  a 50”  x 64  1/8”,  acrylic  on  cotton 
canvas  (unprimed  support).  It  had  a wooden  frame 
screwed  to  a masenite  back  support.  The  paintings 
overall  appearance  was  as  follows:  it  was  covered  with 
dust  andk  had  light  brown  spots,  specially  in  the  bottom 
half  of  the  painting.  These  brownish  spots  were  observed 
in  the  painted  and  unpainted  surfaces.  The  canvas  fibers 
appeared  worn  out  at  the  sides,  probably  due  to  improper 
handling.  Under  UV  light,  red  spots  became  visible  which 
were  suggestive  of  microbial  growth  (Figure  1). 


Figure  1.  Photograph  of  the  painting  under  ultraviolet  lights,  localized 
vertically,  parallel  to  the  painting,  2 ft  away.  This  photograph  was  taken 
with  hlack  and  white  Polaroid  film  (negative  number  55,  4”  x 5”)  using 
YK2  Fitters  on  a Calumet  Orbit  View  camera  with  a 16  in  bellows  K-2.  The 
clear  spots  correspond  to  areas  fo  microbial  growth. 


Fungal  Elements  Present 
Scotch  Tape  Hyphal 

Samples  Source  Fragments  Conidia 


1 

Painted  surface 

+ 

Round,  rough  or  spiny 

2 

Painted  surface 

+ 

Round,  rough  or  spiny 

3 

Painted  surface 

+ 

Round,  rough  or  spiny 

4 

Painted  surface 

+ 

Round,  rough  or  spiny 

5 

Painted  surface 

+ 

Round,  rough  or  spiny 

6 

Painted  surface 

+ 

Round,  rough  or  spiny 

7 

Painted  surface 

+ 

No  conidia  present 

8 

Non-painted 

+ 

Round,  rough  or  spiny 

9 

Non-painted 

+ 

Round,  rough  or  spiny 

10 

Frame 

+ 

No  conidia  present 

a Scotch  tape  samples  from  the  painting  were  allowed  to  rest  on  glass 
slides  with  a drop  of  lactophenol  cotton  blue  and  inspected 
microscopically  for  the  presence  of  fungal  elements  using  a Nikon 
Labophot  light  microscope  at  40X  magnification. 


J' 


Í»  1 

Figure  2.  Photomicrograph  of  a Scotch  Tape  sample  of  the  canvas 
showing  hyphal  fragments  and  spiny,  round  conidia.  This  photograph  was 
taken  with  an  Ektachrome  Kodak  film  for  color  slides  (ASA  160)  using  a 
Nikon  Labophot  light  microscope  equipped  with  a Nikon  FX-35WA 
camera  at  a 40X  magnification. 
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It  is  of  interest  to  note  that  in  most  of  the  samples 
evidencing  the  hyohal  fragments  and  the  rough,  spiny 
conidia,  these  were  observed  surrounding  the  canvas 
fiber  (Figure  3). 


Figure  3.  Photomicrograph  of  a Scotch  Tape  sample  showing  hyphal  frag- 
ments surrounding  the  canvas  Fibers.  This  photograph  was  taken  with  a 
Ektachrome  Kodak  film  for  color  slides  (ASA  160)  using  a Nikon 
Labophot  light  microscope  equipped  with  a Nikon  FX-3SWA  camera  at  a 
40X  magnification. 


Culture  Samples 

Of  the  5 swab  samples  taken  for  culturing,  only  one 
sample  from  the  canvas  evidenced  fungal  growth  in 
Sabourand  dextrose  agar.  When  these  swabs  were 
incubated  in  the  buffered  salts  medium  with  glucose  only 
two  showed  fungal  proliferation,  the  one  positive  for 
growth  in  the  Sabourand  culture  and  that  belonging  to 
the  frame.  These  samples  were  replated  on  Sabouraud 
dextrose  agar  plates.  Two  species  of  Cladosporium  and 
two  of  Penicillin  were  isolated  from  the  painting’s  sample 
which  was  positive  for  fungal  growth.  From  the  frame’s 
sample  only  one  fungal  specie  was  isolated  and  identified 
as  Aspergillus  niger. 

None  of  these  fungi  had  the  type  of  rough  surface, 
spiny  conidia  observed  predominantly  in  the  Scotch  Tape 
samples.  Nevertheless,  when  a small  piece  of  canvas  was 
incubated,  a fungus  grew  into  the  agar  and  was  observed 
to  digest  the  canvas  completely.  This  fungus  had  no 
sporulating  structure  which  would  allow  its  identifica- 
tion. It  was  transferred  to  potato  dextrose  agar  where  it 
yielded  the  hyphal  elements  and  conidial  structures 
previously  seen  in  the  Scotch  Tape  samples.  The  fungus 
was  preliminary  identified  as  belonging  to  the  genus 
Scopulahopsis.  This  was  later  confirmed  by  slide  culture 
and  colonial  morphology. 

The  fungus  evidenced  a velvety  surface,  at  first  cream- 
colored,  later  becoming  darker  with  the  reverse  side  of 
the  colony  of  a redish  brown  color  (Figure  4).  It  produced 
a brownish  pigment  which  diffused  into  the  agar.  Micros- 
copic examination  of  the  fungus  yielded  septated  hyphae 
and  penicillium-like  conidiophores  with  rough,  spiny 
conidia.  A photomicrograph  of  the  cultured  fungus  is 
shown  in  Figure  5. 


Figure  4.  Giant  colony  photo  of  the  fungus  grown  from  the  canvas  on 
Sabouraud  dextrose  agar.  This  photograph  was  taken  with  a Nikon  FE-2 
camera  using  Ektachrome  color  film  (ASA  400). 


Figure  S.  Photomicrograph  of  a slide  culture  of  the  fungus  grown  on  PDA 
from  the  canvas  showing  the  round,  spiny  conidia.  This  photograph  was 
taken  with  an  Ektachrome  Kodak  film  (ASA  400)  using  a Nikon  Labophot 
light  microscope  equipped  with  a Nikon  FX-35WA  camera  at  a 40X  magni- 
fication. 


Ethylene  Oxide  Sterilization 

The  painting  was  subjected  to  ethylene  oxide  steriliza- 
tion as  described  previously.  The  incubation  of  a canvas 
samples  after  sterilization  was  negative  for  fungal  growth 
in  PDA  agar. 

Conclusion 

The  isolation  of  different  fungal  species  from  a dusty 
surface  by  itself  is  of  little  medical  or  scientific  interest. 
Fungi  are  one  of  the  most  abundant  organisms  in  a 
tropical  environment  like  ours.  They  have  a very  impor- 
tant ecological  role  which  is  primarily  concerned  with  the 
breakdown  of  complex  organic  compounds  in  the 
environment.  Fungi  become  a threat,  when  they  degrade 
materials  which  man  intends  to  preserve  and  when  they 
become  a health  hazard.  In  the  case  reported  here,  both 
of  this  conditions  were  present.  The  fungus  isolated  as  the 
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major  contaminant  of  the  painting  belonged  to  the  genus 
Scopulariopsis.  Members  of  this  genus  have  the  potential 
to  digest  cellulose.'  This  capacity  was  evidenced  in  our 
isolate  by  the  dissappearance  of  the  canvas  sample  during 
fungal  overgrowth.  If  left  untreated  and  given  the  appro- 
priate humidity  and  temperature,  the  fungus  would  have 
deteriorated  the  fabric  rendering  the  damage  irreversible 
and  the  restoration  of  the  painting  close  to  impossible. 
The  fungus’  capacity  to  produce  pigment  was  also  detri- 
mental to  this  work  of  art  as  evidenced  by  the  brownish 
sports  covering  the  canvas  surface.  It  should  be  high- 
lighted that  our  isolate  also  produced  this  pigment  which 
diffused  into  the  agar  under  laboratory  conditions. 

The  potential  risk  to  humans  due  to  the  fungal  conta- 
mination of  this  painting  should  not  be  understimated. 
Scopulariopsis  sp.  have  been  reported  to  cause  nail  infec- 
tions,’ skin  infections  in  animals’  and  most  important  of 
all,  it  has  been  found  to  cause  systemic  infections  in 
humans  debilitated  by  chemotherapy  or  immunosup- 
pression therapy.^  In  these  cases  the  outcome  is  usually 
fatal  and  the  fungus  has  resisted  the  usual  antimycotic 
therapy.^  Also  members  of  the  genus  Scopulariopsis  have 
been  reported  to  cause  arsenic  poisoning  by  liberating 
arsenic  compounds  from  pigments  in  wall  paper. 
Members  of  this  genus  have  been  observed  to  evidence 
dimorphism,  a characteristic  usually  related  to  patho- 
genic fungi.’ 
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Some  People 

Commit  ClidAlNise  Bolero 
Their  did  IS  Even  Bora 


According  to  the 
surgeon  general,  smoking 
by  a pregnant  woman  may 
result  in  a child’s  premature 
birth,  low  birth  weight  and 
fetal  injury.  If  that’s  not 
child  abuse,  then  what  is? 
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Impact  of  Nutrition  on  the  Age-Related  Decline 
in  Immune  and  Hematologic  Function 

David  A.  Lipschitz,  MD,  PhD 


Age-related  declines  in  immune  and  hematologic 
function  are  well  described.  A marked  decline  in 
thymic  mass  is  thought  to  be  central  in  accounting  for  the 
described  immune  alterations.  The  cause  of  the  hemato- 
logic declines  is  less  clear.  The  major  abnormality 
appears  to  be  a reduced  reserve  capacity  with  increased 
susceptibility  to  minor  stress.  This  review  will  discuss 
these  age-related  changes  in  host  defense  and  illustrate 
the  importance  of  nutritional  factors  in  modulating  the 
immune  and  hematologic  systems  in  the  elderly. 

The  Immune  System 

The  immune  system  protects  the  host  against  invasion 
by  microorganisms  and  somatic  cells  that  undergo 
neoplastic  transformation.  The  immune  system  may  be 
divided  into  cell-mediated  and  humoral  components  that 
are  mediated  by  T and  B lymphocytes,  respectively.  The 
former  are  produced  in  the  bone  marrow  and  depend 
upon  the  thymus  to  undergo  differentiation  and  develop 
into  functionally  active  immune  cells.  Cell-mediated 
immune  responses  include  delayed  hypersensitivity,  rejec- 
tion of  foreign  tissue  and  organ  grafts  and  the  killing  of 
neoplastic  cells.  Blymphocytes  are  derived  from  bone 
marrow  stem  cells  and,  upon  exposure  to  antigenic  stimu- 
lation, differentiate  into  plasma  cells  that  secrete  anti- 
bodies of  a single  class  and  specificity.  B and  T cells  can 
be  distinguished  from  each  other  by  membrane  receptor 
differences,  responsiveness  to  various  stimulants  and  the 
presence  or  absence  of  immunoglobulin  on  the  cell 
surface.  Employing  flow  cytometry  and  monoclonal 
antibody  techniques,  unique  B and  T-cell  subsets  can  be 
identified  on  the  basis  of  specific  membrane  antigenic 
markers. 

The  predominant  effect  of  age  on  the  immune  system  is 
a decline  in  T-cell  function  which  results  in  reductions  in 
cell-mediated  immune  mechanisms.'  Fifty  percent  of 
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elderly  persons  have  impaired  delayed  skin  hypersensiti- 
vity and  10%  of  subjects  fail  to  develop  any  reaction  to  a 
battery  of  intradermal  antigens  and  are  therefore  defined 
as  being  anergic.^  Elderly  individuals  have  fewer  circula- 
ting lymphocytes  with  a reduction  in  the  number  of  T- 
helper  cells  and  a relative  increase  in  the  number  of  T- 
suppressor  celts,  which  participate  in  the  supression  of 
cell  mediated  immune  responses.'  Thymic  involution  is 
the  major  mechanism  accounting  for  these  declines  in 
immune  function.^  A significant  decline  in  thymic  mass 
occurs  during  growth  and  development.  This  decline 
becomes  very  rapid  during  early  adulthood  and  by  age 
60,  the  remaining  thymus  is  vestigial.  A major  function  of 
the  thymus  affected  by  this  involution  is  a reduction  in 
the  secretion  of  a series  of  thymic  polypeptide  hormones 
that  play  a central  role  in  T-cell  maturation.''  Thymic 
involution  and  the  decreased  production  of  thymic 
hormones  impair  the  ability  of  the  thymus  to  differentiate 
T cell  from  pre-T  cells. 

Altered  humoral  immunity  also  occurs  with  aging.'  In 
general,  these  declines  are  more  subtle  that  the  reduction 
in  cell-mediated  immunity  and,  as  a result,  studies  in  the 
literature  have  yielded  conflicting  results.  It  is  also  well 
established  that  aging  is  associated  with  an  increase  in 
various  autoantibodies  and  multiple  myeloma.'  The  age- 
related  declines  in  humoral  immunity  contribute  to  these 
clinical  disorders  in  older  people. 

Aging  Hematologic  Function 

Most  evidence  indicates  that  no  changes  in  the  produc- 
tion of  marrow  cells  occur  with  age.^  In  both  animal 
models  and  selected  healthy  human  volunteers,  no  age- 
related  reduction  occurs  in  the  number  of  stem  cells  or 
differentiated  cells  in  the  various  bone  marrow  compart- 
ments.*’ ’ Furthermore,  aging  per  se  does  not  cause 
anemia  or  other  declines  in  peripheral  blood  measure- 
ments. Thus,  in  the  steady  state,  marrow  function  is  iden- 
tical in  the  young  and  the  old.  However,  the  ability  of  the 
aged  hematopoietic  system  to  respond  to  increased 
stimulation  is  markedly  compromised.  This  reduced 
ability  to  respond  to  increased  stimulation  is  illustrated 
by  studies  in  the  mouse,  which  have  shown  that  the  rate  of 
return  of  the  hematocrit  to  normal  following  phlebotomy 
is  decreased  in  aged  animals.*  In  vivo  and  in  vitro  studies 


73 


Impact  of  Nutrition  on  the... 


Bol.  Asoc.  Med.  P.  Rico  - Febrero  1991 


show  a reduced  ability  of  the  aged  red  blood  cell  system  to 
respond  to  erythropoietin,  the  hormone  that  stimulates 
red  blood  cell  proliferation.’»  These  examples  reflect  a 
cardinal  feature  of  the  aging  process  that  is  a reduction  in 
reserve  capacity. 

Dietary  Restriction 

Food  restriction  is  the  only  experimental  model  that 
has  been  shown  to  significantly  prolong  life."  Studies  in 
rodent  and  other  animal  models  have  demonstrated  that 
restricting  total  caloric  intake  by  30%  results  in  a 50% 
increase  in  life  expectancy.  Many  diseases  that  occur  in 
late  life  are  retarded,  but,  in  general,  causes  of  death 
remain  the  same  in  ad  libitum-ítá  and  calorie-restricted 
animals."  In  dietary-restricted  animals,  cell-mediated 
and  humoral  immunity  are  maintained  for  a prolonged 
period  and  the  time  to  appearance  of  autoantibodies  is 
delayed.  An  improved  immune  surveillance  has  been 
suggested  as  the  cause  for  the  delayed  appearance  of 
tumors  in  food-restricted  animals.  In  relation  to  immune 
function,  there  is  some  evidence  to  suggest  that  diets  high 
in  fat  accelerate  the  age-related  decline  in  immune  func- 
tion and  shorten  the  life  span."  Tumors  are  also  more 
common  in  animals  fed  a high-fat,  low-calorie  diet  that  in 
those  fed  one  low  in  fat  and  calories. 

Malnutrition 

Prolonged  dietary  deprivation  may  delay  age-related 
changes  in  immune  and  hematopoietic  function  but 
pathologic  malnutrition  at  any  age  results  in  significant 
negative  effects  on  host  defense  parameters."  Protein- 
energy  malnutrition  (PEM)  resulting  from  inadequate 
amounts  of  protein,  energy  or  both  from  the  diet  occurs 
with  a high  prevalence  in  the  elderly.  Marasmus,  a type  of 
PEM  used  to  describe  individuals  who  are  mainly  energy 
deficient,  occurs  commonly  in  the  elderly,  though  the 
exact  incidence  is  not  known.  Individuals  who  fall  at  the 
15th  percentile  or  less  of  their  ideal  body  weight  can  be 
diagnosed  as  having  marasmus."  Some  suggest  that 
marasmus  in  the  elderly  results  largely  from  anorexia  that 
may  be  reversible."  The  clinical  features  of  marasmus 
include  a history  of  weight  loss  associated  with  severe 
muscle  wasting  and  depletion  of  fat  stores.  Serum 
albumin  is  normal  and  immune  and  hematologic  func- 
tions show  no  greater  decline  than  that  noted  in  healthy 
elderly  who  are  not  underweight."  Older  subjects  with 
marasmus  have  a marked  decrease  in  reserve  capacity 
and  rapidly  develop  serious  nutritional  problems  with 
minor  stress,  such  as  urinary  tract  infection  or  broncho- 
pneumonia. 

PEM  may  be  defined  as  a metabolic  response  to  stress 
that  is  associated  with  significant  increases  in  the  protein 
and  energy  needs  required  to  maintain  homeostasis." 
PEM  is  associated  with  marked  depletion  of  visceral 
protein  stores  characterized  by  hypoalbuminemia.  In 
young  individuals,  the  disorder  has  been  best  characte- 
rized in  severe  acute  stresses  such  as  burns  or  septicemia. 
If  the  stress  continues  for  a prolonged  period  ( > 10  days), 
pathology  will  result  if  nutritional  needs  are  not  met. 
PEM  occurs  in  as  many  as  66%  of  hospitalized  elderly." 
A relatively  minor  stress,  such  as  viremia  or  urinary  tract 


infection,  often  results  in  severe  PEM  in  the  elderly.  PEM 
may  adversely  affect  outcome  if  patient  nutritional  needs 
are  not  met  after  2-3  days. 

There  is  a marked  similarity  between  changes  in 
immune  and  hematologic  function  as  a consequence  of 
age  and  those  changes  that  occur  in  PEM.  The  effects  of 
aging  and  PEM  appear  to  have  an  additive  effect,  resul- 
ting in  profound  reductions  in  host  defense  that  may  lead 
to  life-threatening  infections.  Recent  evidence  has 
indicated  that  independent  of  disease  severity,  the 
presence  of  PEM  in  the  hospitalized  elderly  greatly 
increases  risk  of  major  and  minor  infections  as  well  as 
mortality."  Evidence  suggests  that  in  patients  who  do  not 
have  a terminal  disease,  nutrition-related  decline  in  host 
defense  is  correctable.  It  has  been  demonstrated  that 
adequate  nutritional  support  improved  delayed  skin 
hypersensitivity  and  increased  the  lymphocyte  count."  In 
addition,  marked  improvements  in  the  hematologic 
system  were  demonstrated.  The  improvement  in  host 
defenses  occurred  to  a level  usually  seen  in  ambulatory 
healthy  elderly  indicating  that  declines  in  immune  func- 
tion as  a consequence  of  malnutrition  in  the  elderly  can 
be  ameliorated.  Any  interpretation  of  the  improved 
immunohematopoietic  function  in  malnourished  subjects 
is  extremely  difficult.  Usually  the  hospitalized  elderly 
patient  with  PEM  has  coexisting  medical  conditions, 
including  infection,  dehydration  and  psychoneurologic 
changes  that  also  affect  immune  and  hematologic  func- 
tions. Thus,  the  recovery  seen  with  nutritional  rehabilita- 
tion may  reflect  an  overall  improvement  in  the  medical 
status  of  the  patient. 

To  investigate  this  possibility  of  recovery  more  closely 
and  to  define  whether  or  not  nutritional  factors  contri- 
bute to  the  immune  decline  noted  in  elderly  with 
marasmus,  the  effects  of  increased  feeding  on  the  immune 
and  hematologic  status  of  malnourished,  home-based 
elderly  were  examined."  These  individuals  were  less  than 
85%  of  their  ideal  body  weight,  had  evidence  of  inade- 
quate food  intake  as  assessed  by  caloric  intake,  were  inva- 
riably anemic  and  showed  evidence  of  declines  in  immune 
function  seen  commonly  with  advancing  age.  Cell- 
mediated  immunity  was  compromised,  peripheral  blood 
T-cell  number  was  decreased  and  the  fraction  of  T- 
suppressor  cells  was  increased."  By  providing  a 
commercially  available  dietary  supplement  between 
meals,  it  was  possible  to  increase  total  caloric  and  protein 
intake  by  50%  for  a total  of  16  weeks.  A significant 
improvement  in  nutritional  status  occurred  as  evidenced 
by  increased  weight  and  elevations  of  serum  albumin, 
transferrin  and  serum  folate  concentrations.  Despite  this 
improved  nutritional  profile,  immune  function  and 
hematologic  status  remained  unchanged.  No  anergic 
subject  demonstrated  improved  delayed  skin  hypersensi- 
tivity. T-  and  B-cell  function  in  the  individuals  remained 
abnormal  and  the  hemoglobin  concentration  did  not 
increase. 

This  study  and  others  examining  more  severely 
malnourished  elderly  suggest  that  nutritional  deficiencies 
aggravate  immune  and  hematopoietic  functions  in  the 
elderly.  Correction  of  coexisting  disease  and  nutritional 
rehabilitation  in  the  severely  malnourished  is  associated 
with  measurable  improvements  in  host  defense  parame- 


74 


David  A.  Lipschilz.  MD,  PhD 

ters  to  a level  usually  noted  in  ambulatory  healthy  elderly 
subjects.  Home-based  elderly  individuals  and  those  with 
marasmus,  who  have  changes  in  immune  and  hemato- 
poietic function  not  unlike  those  seen  in  healthy  elderly, 
do  not  show  an  improvement  in  their  function  despite 
obvious  improved  nutritional  status.  A reasonable 
conclusion  from  these  studies  is  that  neither  protein  nor 
calorie  deprivation  contributes  to  the  age-related  decline 
in  immune  function  that  has  been  described  in  healthy 
elderly  subjects. 

Zinc  and  Immune  Function 

Zinc  is  an  example  of  a single  nutrient  that  possibly  has 
a unique  interrelationship  with  age-related  changes  in 
immune  function.^®’  As  with  PEM,  changes  in  immune 
function  that  occur  with  severe  zinc  deficiency  bear  many 
similarities  to  those  noted  with  normal  aging.  Abnorma- 
lities have  been  demonstrated  in  animal  models  and  in 
humans.  However,  while  reductions  in  zinc  stores  have 
been  suggested  in  the  elderly,  deficiencies  of  the  magni- 
tude usually  noted  in  zinc-induced  immunodeficiency  are 
extremely  uncommon.  There  is,  however,  evidence  that 
zinc  supplementation  in  older  persons  can  result  in 
improved  immune  function.^®»  In  each  study,  however, 
a pharmacologic  dose  of  zinc  was  administered.  The 
improvement  noted  in  the  immune  function  may  be 
related  to  an  independent  immune-enhancing  property  of 
the  zinc  metal. This  observation  does,  however, 
increase  the  likelihood  that  an  interaction  between  a 
single  nutrient  and  the  host  involving  more  than  a simple 
deficiency  may  contribute  to  immune  alterations  in  older 
persons. 

Anemia  in  the  Elderly 

The  major  change  in  the  hematopoietic  system  with 
age  is  a higher  prevalence  of  mild  anemia,  characterized 
by  a hemoglobin  value  between  10-12g/dl  for  females 
and  12-14g/dl  for  males. A close  evaluation  of  the 
healthy  elderly  individual  with  anemia  has  shown  that  the 
etiology  is  not  due  to  the  commonly  recognized  causes  of 
anemia,  including  iron  deficiency,  the  anemia  associated 
with  inflammation  and  chronic  disease  or  that  due  to 
folate  or  8,2  deficiency. These  subjects  showed  evidence 
of  mild  bone  marrow  failure  characterized  by  lower  peri- 
pheral blood  leukocyte  concentrations  as  well  as  reduc- 
tions in  the  number  of  bone  marrow  stem  cells  and 
decreases  in  marrow-differentiated  erythroid  and  myeloid 
cells.’  An  unanswered  question  is  whether  or  not  this 
unexplained  anemia  results  from  the  aging  process  or 
some  other  related  abnormality.  Animal  models  indicate 
that  basal  hematopoiesis  is  unaltered  with  aging  and  that 
the  total  number  of  circulating  red  blood  cells  does  not 
decrease.®  The  animals  do  have  a reduced  hematocrit  but 
this  is  caused  by  an  age-related  expansion  of  plasma 
volume  rather  than  a decrease  in  red  cell  mass.  This 
suggests  that  the  anemia  seen  in  the  elderly  is  not  a conse- 
quence of  the  normal  aging  process  and  that  other  etiolo- 
gies must  be  considered.  This  hypothesis  is  supported  by 
the  recent  findings  of  a longitudinal  study  that  showed 
anemia  to  be  extremely  rare  in  very  affluent  healthy 
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elderly  communities.’^  Futhermore,  anemia  did  not 
develop  during  a five-year,  follow-up  period. 

Cross-sectional  studies  demonstrate  a high  prevalence 
of  anemia  in  low  socioeconomic  (LSE)  elderly  popula- 
tions.These  elderly  tend  to  have  other  nutritional  defi- 
ciencies, such  as  inadequate  folate  intake  and  reduced 
zinc  status.’®  A close  analysis  of  these  LSE  elderly  groups 
has  shown  that  age  is  the  major  variable  accounting  for 
minute  senescence.  In  contrast,  the  presence  of  hemato- 
logic abnormalities  correlates  closely  with  parameters 
used  to  measure  nutritional  status.  This  finding  indirectly 
confirms  that  a nutritional  variable  may  contribute  to  the 
unexplained  anemia  in  these  elderly  populations. 

If  nutritional  status  does  account  for  the  unexplained 
anemia  seen  in  healty  elderly  populations,  mechanisms 
other  than  simple  nutrient  deficiencies  must  be  consi- 
dered. Animal  studies  have  demonstrated  that  signifi- 
cantly less  stress  is  required  to  result  in  alterations  in  red 
blood  cell  formation  in  the  elderly.  Any  subtle  nutritional 
change  could  account  for  the  unexplained  anemia  noted 
in  older  persons.  Thus,  a nutritional  deficiency  not  severe 
enough  to  affect  the  hematopoietic  system  in  younger 
subjects  may  account  fo  the  anemia  in  this  more  vulne- 
rable elderly  population  group.  It  is  also  plausible  that 
marginal  deficiencies  of  one  or  more  nutrients,  acting 
alone  or  in  combination,  over  prolonged  periods  of  time 
may  modulate  or  cause  the  anemia  in  the  elderly. 
Nutrient  cell  interactions  may  be  compromised  in  the 
elderly  also. 


Conclusion 

It  is  apparent  that  age-related  declines  in  both  immune 
and  hematologic  function  occur.  Thymic  involution  and 
the  corresponding  lack  of  specific  thymic  hormones  con- 
tribute to  the  predictable  alterations  in  cell-mediated  and 
humoral  immunity  that  occur  with  aging.  In  contrast,  age 
per  se  does  not  appear  to  result  in  any  foreseeable  change 
in  measurable  hematologic  function  when  healthy  elderly 
are  examined.  For  both  the  immune  and  the  hematologic 
system,  aging  is  associated  with  reduced  reserve  capacity 
that  results  in  increased  susceptibility  to  stress.  As  a 
consequences,  nutritional  deficiencies  result  in  more 
serious,  but  potentially  improvable,  alterations  in  the 
immune  and  hematologic  system  with  aging.  The  anemia 
that  is  seen  so  commonly  in  the  elderly  is  neither  a conse- 
quences of  the  aging  process  nor  is  it  due  to  the 
commonly  recognized  causes.  There  is  some  evidence  to 
suggest  the  importance  of  nutritional  factors  in  the 
anemia.  The  exact  mechanism  for  this  interaction 
between  aging  and  nutritional  status  remains  to  be 
clarified. 
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Killer 


many  young  women,  smoking  is  viewed  as  stylish. 

It  is  not.  Smoking  is  deadly. 

, please  consider  stopping.  For  help,  information  and  support, 
please  contact  your  local  American  Cancer  Society. 
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Status  Report:  Foods  for  Calorie  Control 


Obesity  and  weight  management  have  become  serious 
health  concerns  in  the  U.S.  today.'’  ^ In  this  light 
several  organizations  have  issued  died  and  health  recom- 
mendations, including  the  Surgeon  General  in  1979,  the 
U.S.  Depts.  of  Agriculture  and  Health  and  Human 
Services  in  1985,  and  the  American  Heart  Association  in 
1986.^’  ’ More  recently  in  1988,  the  Surgeon  General 

recommended  increased  availability  of  foods  and  food 
products  low  in  calories,  total  fat,  saturated  fat,  choles- 
terol, sodium  and  sugar  but  high  in  fiber  and  certain 
vitamins  and  minerals.® 

This  article  focuses  on  low-calorie  foods,  beverages 
and  ingredients  available  as  a result  of  recent  technolo- 
gical innovations,  which  may  aid  consumers  in  control- 
ling energy  consumption.  Fresh  fruits  and  vegetables, 
which  are  inherently  low  in  calories  and  fat  and  high  in 
fiber,  are  not  discussed. 

Meat,  Poulty  and  Fish  Products 

Meat,  poultry  and  fish  are  excellent  sources  of  protein 
and  certain  vitamins  and  minerals. The  nutrient  com- 
position of  meat,  poultry  and  fish  products  varies  consi- 
derably with  grade,  cut,  method  of  preparation  and  type 
of  processing  (e.g.,  fresh  tuna  versus  tuna  packed  in  oil  or 
water).  Trends  indicate  increased  chicken,  turkey  and 
fish  consumption.  Although  red  meat  consumption  has 
decreased,  it  is  still  higher  than  chicken,  turkey  or  fish 
consumption." 

Lower-calorie,  lower-fat  alternatives  are  available 
within  each  group.  Grades  of  beef  differ  significantly  in 
fat  content;  e.g.,  braised  chuck  blade  from  the 
Good/Select  grade  contains  approximately  13%  less  fat 
compared  to  the  same  out  from  the  Choice  grade.  Extra- 
lean ground  beef  contains  approximately  19%  less  fat 
than  regular  ground  beef.  Methods  of  preparation  are 
also  important,  e.g.,  frying  versus  baking,  since  methods 
requiring  more  fat  are  higher  in  calories  than  those  using 
less  fat. 
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New  meat  and  poultry  production  technologies,  such 
as  genetic  selection  of  leaner  animals,  dietary  modifica- 
tion and  innovations  in  growth  managment,  have  made  a 
variety  of  leaner  products  available.  Opportunity  for  pro- 
dution  of  low-calorie,  low-fat  meat,  poultry  and  fish 
products  also  exists  in  processing  after  slaughter.  A 
number  of  modified  “convenience”  products  have  been 
produced."  These  include  lower-fat  and  90%-95%  fat- 
free  meats,  such  as  corned  beef,  pork,  beef  roast,  turkey 
breast  and  ham.  In  some  cases,  however,  these  products 
contain  higher  levels  of  sodium  and  may  therefore  offer 
little  advantage  over  proper  selection  of  fresh  meat, 
poultry  and  fish  for  those  individuals  who  have  nutri- 
tional concerns  other  han  calorie  and  fat  content. 
Recently,  however,  91%  fat  free  frankfurters  containing 
less  sodium  than  beef,  pork,  chicken  or  turkey  franks 
have  been  made  from  tuna. 


Dairy  Products 

Milk  is  an  excellent  source  of  calcium,  protein, 
vitamin  D (from  fortification),  riboflavin,  zinc  and  mag- 
nesium but  can  also  be  a major  source  of  fat  and  choles- 
terol.'^ Between  1965  and  1985,  yearly  per  capita 
consumption  of  whole  milk  declined  drastically  while 
low-fat  milk  consumption  increased."  Skim  milk 
contains  95%  less  fat  than  whole  milk.  Low-fat  milk 
(2%),  which  has  a more  acceptable  flavor  than  skim  milk 
to  many  individuals,  contains  40%  lessTat  than  whole 
milk.  In  some  areas,  0.5%-and  1%-fat  milk  varieties  are 
also  available. 

Use  of  skim  milk  in  cheese  manufacture  significantly 
lowers  the  caloric  content  of  cheeses.  Nevertheless, 
cheese  (with  the  exception  of  2%-  and  0.5%-fat  cottage 
cheese)  is  generally  considered  to  be  a high-fat  food  that 
should  be  rationed  by  individuals  attempting  to  lower  the 
percentage  of  fat  in  their  diets.  Ice  cream,  by  definition, 
must  contain  at  least  10%  fat  and  be  limited  in  reduced- 
fat  diets.  Ice  milk  and  frozen  yogurt  desserts,  however, 
provide  at  least  50%  less  fat  than  ice  cream  and  may  be 
consumed  as  part  of  a fat-restricted  regimen.  Newer  low- 
cholesterol  dairy  desserts  and  cheeses  are  available.  The 
dairy  industry  has  also  produced  a large  variety  of 
reduced-sugar  and  sugar-free  products. 
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Egg  Products 

Eggs  are  an  excellent  source  of  protein,  vitamins  and 
minerals.'^  A number  of  methods  to  reduce  the  choles- 
terol content  of  eggs  have  been  investigated,  including 
genetic  selection.  Some  processes  remove  the  egg  yolk, 
leaving  an  analog  composed  mainly  of  egg  white. These 
processes  were  designed  primarily  for  removal  of  choles- 
terol but  also  to  lower  the  fat  content  as  well.  Better 
methodology  now  available  has  enabled  scientists  to 
define  a lower  level  of  cholesterol  in  eggs  than  that 
previously  described. 

Baked  Goods 

Nearly  10%  of  total  calories  is  contributed  by  white 
bread,  rolls  and  crackers'^  while  whole-wheat,  rye  and 
dark-bred  counter-parts  contribute  less  than  2%  accor- 
ding to  NHANES  II.  Breads  provide  65-100  kcals  per 
slice.  Low-fat  bread  products,  often  referred  to  as 
“light,”  have  significantly  fewer  calories  (about  35-40 
kcals  per  slice)  and  typically  contain  added  fiber.  Light 
hamburger  and  hot  dog  buns  high-fiber  breads  also  have 
been  introduced.  Newer  to  the  market  are  cookies  and 
other  baked  goods  that  contain  reduced  amounts  of  satu- 
rated fat  and  cholesterol. 

Margarine  and  Other  Fats 

Consumption  of  butter,  higher  than  that  of  margarine 
in  the  1940s  and  ’50s, has  declined  be  lower  than  that  of 
margarine  in  the  ’70s  and  ’80s.‘^  Regular  margarine, 
which  contains  80%  fat,  provides  about  7 kcals  per  gram. 
Imitation  margarines  contain  50%  fewer  calories  and 
50%  less  fat,  and  spreads  contain  even  less  fat. 

Mayonnaise  provides  7 Kcals  per  gram  and  contains 
83%  fat.  A typical  reduced-calorie  mayonnaise  contains 
34%  fat.  Reduced-  or  low-calorie  salad  dressings  provide 
0.67-10. kcals  per  gram,  compared  to  5-5.68  kcals  per 
gram  for  regular  dressings.  The  availability  of  acceptable 
reduced-fat  products  provides  an  excellent  opportunity 
to  reduce  calorie  consumption  with  minimal  interference 
in  eating  patterns. 

Prepared  Soups  and  Complete  Meals 

Canned  soups  range  in  caloric  density  from  0.12-0.88 
kcals  per  gram.  Trose  per  gram.  Those  prepared  with 
milk  are  higher  in  calories  than  those  made  with  water. 
The  fat  content  also  varies — from  22%  to  50%  of  total 
calories.  In  general,  soups  prepared  from  dry  mixes 
contain  less  fat  and  therefore  fewer  calories  than  canned 
soup  versions. 

Diet  frozen  dinners  differ  in  size  and  calorie  and  fat 
content.  The  sodium  content  of  prepared  soups  and  low- 
calorie  frozen  entrees  also  varies  and  may  complicate 
choices  for  consumers  concerned  with  sodium  intake. 

Beverages 

Diet  soft  drinks  represent  the  largest  segment  of  the 
low-calorie  market.  Diet  colas  and  lemon-lime  soft 
drinks  provide  less  than  1 kcal  per  fluid  ounce, 
compared  to  12-15  kcals  for  their  regular  counterparts.'* 

A 12-fluid-ounce  serving  of  light  beer  contains  an 


average  of  100  kcals  compared  to  146  kcals  for  regular 
beer.”  Surprisingly,  some  brands  of  light  beer  may 
contain  more  calories  than  the  regular  beer  of  other 
brands.  Although  light  beers  would  seem  to  offer  some 
advantage  in  dietary  caloric  reduction,  it  is  inappropriate 
to  consider  any  alcoholic  beverage  as  a tool  for  dietary 
restriction. 

Sugar  Substitutes'* 

Aspartame,  or  NutrasSweet  tm  (Nutra-Sweet  Co., 
Skokie,  IL),  is  a methyl  ester  of  two  amino  acids,  phenyla- 
lanine and  aspartic  acid.  It  is  metabolized  as  a protein, 
yielding  4 kcals  per  gram.  Because  it  is  180-220  times  as 
sweet  as  sucrose,  aspartame  is  needed  in  such  small 
amounts  that  it  is  virtually  non  caloric.  Aspartame  is 
approved  for  many  uses,  such  as  a free-flowing  sugar 
substitute  or  in  tablet  form  for  table  use;  as  a dry  base 
sweetener  for  powdered  beverages;  in  desserts  toppings 
and  carbonated  beverages;  as  flavoring  agent  in  chewing 
gum;  and  in  other  products,  such  as  cereals,  yogurt  and 
fruit  products  and  beverages. 

Saccharin,  about  200  times  sweeter  than  sucrose,  is  not 
metabolized  by  the  body  and  therefore  contributes  no 
calories.  Results  of  a 1977  study  showing  evidence  of 
carcinogenicity  in  animals  fed  high  levels  of  saccharin  led 
the  Food  and  Drug  Administration  to  ban  its  use  but 
Congress  declared  a moratorium  on  the  ban  until  addi- 
tional safety  testing  could  be  conducted.  This  morato- 
rium expires  in  1992. 

Acesulfame  K,  also  known  as  acesulfame potassium  and 
as  Sunette  tm  (Hoechst  Celanese  Corp.,  Somerville,  NJ), 
is  the  potassium  salt  of  6-methyl-l,  2,  3-oxathiazine- 
4(3H)-one-2,2-dioxide).  Like  saccharin,  acesulfame  K is 
not  metabolized  and  provides  no  calories.  It  is  about  200 
times  sweeter  than  sugar  and  is  approved  for  use  in  dry 
mixes  for  beverages,  instant  coffee,  tea,  gelatins, 
puddings,  nondairy  creamers  and  chewing  gum.'’ 

Fat  Substitutes^®’ 

Reduction  in  fat  content  of  foods  can  be  accompani- 
shed  by  the  addition  of  water  and  other  ingredients,  such 
as  gums,  emulsifiers  and  thickeners,  to  improve  func- 
tional properties.  However,  it  is  difficult  to  achieve  more 
than  a 50%  reduction  by  this  procedure.  Efforts  are  under 
way  to  find  substitutes  for  fats  and  oils.  One  approach  is 
to  use  combinations  of  water  and  surface-active  lipids  of 
nonlipids  having  emulsifying  or  gelling  properties: 

N-Oil  TM  (National  Starch  Corp.,  Bridgewater,  NJ),  a 
tapioca  dextrin  can,  when  mixed  with  three  parts  of 
water,  replace  four  parts  of  oil.  The  substance  contributes 
4 kcals  per  gram  and  when  used  at  this  25%  level  provides 
only  1/9  the  calories  of  the  fat  it  replaces. 

Maltodextrins,  carbohydrates  made  by  hydrolysis  of 
corn  starch,  can  replace  fats  and  oils  on  an  equal-weight 
basis  in  some  applications.  These  carbohydrates  provide 
4 kcals  per  gram  compared  to  9 kcals  per  gram  for  fats. 

Polydextrose  (Pfizer,  Inc.,  New  York,  NY),  a product 
made  from  dextrose,  sorbitol  and  citric,  can  partially 
replace  sucrose  and  fats.  Functioning  primarily  as  a 
bulking  and  texturizing  agent  and  humectant,  each  gram 
provides  1 kcaF^  and  can  be  combined  with  nonnutritive 
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or  low-calorie  sweeteners  to  reduce  the  calorie  content  of 
food  products  by  50%  or  more.  Applications  include 
frozen  desserts,  puddings,  baked  goods,  frostings,  hard 
candies  and  soft,  chewy  candies. Like  many  other  low- 
calorie  products,  it  has  a laxative  effect  at  an  intake  of  90 
grams  per  day  (compared  to  70  grams/day  for  sorbitol). 

Another  approach  is  to  use  noncaloric,  fatlike 
compounds  with  properties  similar  to  those  of  ordinary 
lipids  but  whose  ester  bonds  are  modified. 

Sucrose  polyester,  or  Olestra  tm  (Procter  and  Gamble 
Co.,  Cincinnati,  OH),^’  is  a mixture  of  octa-,  hepta-  and 
hexaester  formed  by  the  reaction  of  sucrose  and  long- 
chain  fatty  acids.  It  is  not  metabolized  by  the  body  and  is 
therefore  noncaloric.  The  use  of  sucrose  polyester  in 
margarines,  beverages  and  low-calorie  baked  goods  has 
been  patented  and  petitions  have  been  filed  for  its  use  in 
shortenings,  oils  and  salted  snacks.  Olestra  has  been 
shown  to  reduce  plasma  cholesterol  when  used  at  high 
concentrations  in  the  low-calorie  diets  of  hypercholeste- 
rolemic  individuals.^* 

Simplesse  tm  (NutraSweet  Co.)  is  a combination  of 
milk  and  egg  proteins  reshaped  into  particles  so  small 
that  they  are  perceived  as  fluid;  however,  they  break 
apart  when  heated  at  high  temperatures  for  long  time 
periods.  Simplesse  contributes  1.3  kcals  per  gram  in  an 
equal-weight  replacement  of  fat  and  thus  produces  a sig- 
nificant reduction  in  calories.  It  has  been  approved  for 
use  in  frozen  desserts,^’  and  approval  is  being  sought  for 
its  use  in  salad  dressing,  mayonnaise,  margarine  and 
other  spreads,  ice  cream,  yogurt,  sour  cream,  dips  and 
cheese  spreads. 

Labeling 

Processed  foods  must  conform  to  a government 
“Standard  of  Identify”  to  be  labeled  by  a given  standard 
name  (e.g.,  milk,  skim  milk  and  peanut  butter).  These 
standardized  recipes  specify  minimum  and/or  maximum 
amounts  of  certain  ingredients,  often  including  fat.  The 
mandatory  ingredients  are  not  required  to  be  listed  in  the 
ingredient  statement.  Lowering  the  fat  content  of  certain 
foods  or  replacing  the  fat  with  nonfat  or  low-fat  ingre- 
dients often  prevents  labeling  of  the  product  by  the  stan- 
dard name.  For  example,  margarine  must  contain  a 
minimum  of  80%  fat,  while  a product  labeled  as  diet 
margarine  spread  may  contain  as  little  as  40%. 

Foods  making  a health  claim  or  representation  for 
special  dietary  purpose  must  bear  nutrition  labeling  and 
other  information  mandated  by  the  U.S.  government.  If  a 
food  contains  a nonnutritive  ingredient,  it  must  state  on 
the  label  the  percentage  by  weight  of  the  ingredient  unless 
it  is  intended  for  reducing  or  maintaining  caloric  intake 
or  body  weight. 

For  a processed  food  to  be  labeled  “low  calorie,”  it 
must  provide  not  more  than  40  kcals  per  serving  and  4 
kcals  per  gram  if  it  is  not  a sugar  substitute.  To  be  labeled 
“reduced  calorie,”  a product  must  provide  a calorie 
reduction  of  at  least  one-third  and  not  be  nutritionally 
inferior  to  the  food  for  which  it  substitutes.^*  Foods 
which  bear  terms  such  as  “sugar  free,”  “sugarless,”  “no 
sugar,”  etc.,  must  also  be  labeled  “low  calorie”  or 


“reduced  calorie”  or  bear  a comparative  claim  of  special 
dietary  usefulness  or  state  that  it  is  intended  for  a purpose 
other  than  weight  control. 

For  most  products,  the  term  “light”  generally  means  a 
33%  or  greater  reduction  in  calories  or  a significant 
reduction  in  an  important  dietary  constituent  clearly 
identified  on  the  label.  For  meat  products,  “light” 
implies  lower  calories  or  less  salt  and  requires  25%  or 
greater  reduction  in  fat  or  other  ingredients.  “Lean” 
meat  products  require  a 25%  or  greater  reduction  in  fat 
and  must  contain  less  than  10%  fat,  while  “extra  lean” 
meat  products  require  no  more  than  5%  fat.  “Lowfat” 
meat  products  must  contain  less  than  10%  fat.”  Raw 
ground  beef  can  contain  up  to  30%  fat;  lean  ground  beef, 
22.5%  fat;  and  extra-lean  ground  beef,  15%  fat;  and  the 
fat  and  lean  percentages  must  be  declared.  Frankfurters 
and  similar  cooked-sausage  products  may  contain  a 
maximum  combination  of  40%  fat  and  added  water  with 
a maximum  fat  content  of  30%.*° 


Efficacy 

Thus  far,  there  is  no  evidence  that  the  proliferation  of 
low-calorie  foods,  analogs  and  ingredients  have  affected 
the  status  of  obesity  in  the  U.S.  ‘*  National  statistics  show 
an  increase  in  the  prevalence  of  obesity,  no  decrease. 
Moreover,  obesity  among  children  is  increasing.’*  One 
may  tentatively  conclude  that  the  present  level  of 
consumption  of  low-calorie  foods  is  insufficient  to 
dominate  the  factors  that  determine  sustained  control 
over  energy  balance.  A level  of  consumption,  however, 
may  exist  that  could  govern  the  course  of  obesity.  The  use 
of  artificial  sweeteners  permits  reduction  of  caloric  intake 
from  carbohydrates  but  does  not  affect  caloric  intake 
from  fat.  Fat  is  of  particular  interest  because  its  metabo- 
lism is  less  affected  than  carbohydrates  by  prior  food 
intake,*’  is  more  efficiently  metabolized  and  has  a lower 
energy  cost  of  storage.  Mainenance  of  fat  intake  at  a level 
no  higher  than  30%  of  calorie  intake  will  promote  reduc- 
tion in  weight.*^  If  weight  loss  or  weight  control  is  the 
goal,  it  would  seem  that  particular  attention  should  be 
placed  on  greater  utilization  of  low-fat  foods,  ingredients 
and  analogs. 


Summary 

Low-calorie  foods  cannot  offer  quick  fixes  or  serve  as 
“magic  bullets”  for  weight  loss  or  weight  control. 
However,  attractive,  goodtasting,  low-calorie,  low-fat 
foods  can  fit  into  a nutritionally  balanced  weight- 
reduction  or  weight-control  regimen.  Many  of  these 
items  can  reduce  the  trauma  of  “doing  without”,  thus 
enabling  successful,  sustained  control  of  energy  con- 
sumption with  less  emotional  support  than  is  generally 
required  for  strict  dietary  regimens.  Although  diet  alone 
is  rarely  a complete  solution  to  the  problema  of  obesity, 
low-calorie  foods  can  play  a significant  role  in  weight 
management  and  thus  health  promotion. 
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How 
you  live 
may  save 

your  life. 

You  may  find  it  surprising  that  up  to  60%  of  all  cancers 
can  be  prevented.  By  avoiding  excessive  exposure  to  sunlight, 
by  not  smoking  cigarettes,  by  not  overeating  and  by  following 
a diet  high  in  fiber  and  low  in  fat. 

The  battle  isn’t  over  but  we  are  winning. 
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Nutritional  Considerations  in  AIDS 

Donald  P.  Kotler,  MD 


The  acquired  immunodeficiency  syndrome  (AIDS) 
has  become,  over  the  past  decade,  one  of  the  most 
pressing  public  health  problems  in  the  world.  It  is  esti- 
mated that  more  than  one  million  people  are  infected  in 
the  U.S.  and  several  times  that  number  are  infected  in 
other  countries.  The  number  of  AIDS-infected  people 
worldwide  continues  to  rise. 

Most  patients  suffering  from  AIDS  eventually  develop 
protein  energy  malnutrition  (PEM).  Though  the  impact 
of  PEM  in  AIDS  has  not  been  well  studied,  it  could 
exacerbate  the  clinical  immune  deficiency  or  produce 
independent  morbidity  which  diminishes  the  quality  of 
life,  increases  the  need  for  medical  and  custodial  care, 
and  adds  considerably  to  the  cost  of  medical  care.  This 
review  will  focus  on  several  relevant  questions  concer- 
ning PEM  in  human  immunodeficiency  virus  (HIV) 
infection.  Its  prevalence,  severity  and  progression  are 
important  in  order  to  understand  the  magnitude  of  the 
problem.  The  respective  roles  of  altered  nutrient  intake, 
absorption  and  metabolism  are  reviewed  to  illustrate  the 
multif^actorial  nature  of  the  problem.  Finally,  studies 
demonstrating  efficacy  of  nutritional  support  in  AIDS 
are  discussed. 

AIDS  Characterization 

AIDS  results  from  a chronic  infection  by  the  HIV 
retrovirus.'  Retroviruses  are  characterized  by  the 
presence  of  reverse  transcriptase,  which  catalyzes  the 
production  of  deoxyribonucleic  acid  (DNA)  from  ribou- 
nucleic  acid  (RNA),  a reaction  not  found  in  mammalian 
cells.  The  most  important  cellular  reservoirs  for  HIV  in 
the  body  are  helper  T lymphocytes  (CD4-I-)  and  macro- 
phages. Cellular  infection  may  be  either  productive  or 
latent.  Productive  infection  results  in  the  death  and 
depletion  of  CD4+  lymphocytes  among  other  cells. ^ 
Encompassing  both  humoral  and  cell-mediated  pro- 
cesses, there  is  an  active  immune  response  that  can 
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suppress,  but  not  clear,  the  HIV  infection.  The  immune 
deficiency  results  in  a series  of  disease  complications, 
including  de  novo  infections  or  reactivation  of  latent 
pathogens,  or  tumors,  such  as  Kaposi’s  sarcoma  and 
lymphoma.^ 

Nutritional  Abnormalities  in  AIDS 

PEM  develops  in  most  AIDS  patients  at  some  point 
during  the  course  of  the  disease.  PEM  may  be  the  initial 
clinical  finding  and  may  dominate  the  clinical  course.  Its 
prominence  is  illustrated  by  the  syndrome  of  “slim’s 
disease”  in  Africa,'*  and  by  the  inclusion  of  unexplained 
wasting  as  a criterion  for  the  diagnosis  of  AIDS  by  the 
Centers  for  Disease  Control.^  However,  the  role  of  PEM 
in  the  progression  of  HIV  infection  or  of  the  immune 
deficiency  is  unknown. 

Several  studies  have  demonstrated  that  wasting  is 
common  in  AIDS.  Severe  body  cell  mass  depletion,  out 
of  proportion  to  decreased  body  weight,  was  observed  in 
one  cross-sectional  study.®  Body  fat  was  depleted  to  a 
lesser  degree.  Progressive  wasting  was  observed  in 
patients  studied  longitudinally.  A few  patients  had 
normal  body  composition,  indicating  that  PEM  is  not 
universal  in  AIDS. 

The  course  of  wasting  illnesses  has  been  evaluated  by 
examming  the  extent  of  body  cell  mass  depletion  as  a 
function  of  time  before  death.’  There  was  a linear 
relationship  indicating  progressive  depletion  of  body  cell 
mass.  The  extent  of  depletion  at  death  averaged  about 
50%  of  estimated  premorbid  values,  corresponding  to  a 
body  weight  about  one-third  below  ideal.  These  data  are 
quantitatively  similar  to  historial  reports  of  weight  loss  in 
populations  dying  from  chronic  starvation  and  to  clas- 
sical studies  of  body  composition  in  patients  dying  of 
cancer.*  These  results  suggest  that  the  timing  of  death 
from  wasting  in  AIDS  is  related  to  the  degree  of  body  cell 
mass  depletion  rather  than  the  specific  cause  of  the 
wasting  process. 

Progressive  wasting  is  not  invariable  in  AIDS  as 
demonstrated  in  a study  of  clinically  stable  patients.’ 
Body  composition  studies  were  stable  over  a six-week 
follow-up  period.  As  compared  to  healthy  homosexual 
and  heterosexual  controls,  AIDS  patients  had  normal 
caloric  intake,  mild-moderate  malabsorption  of  sugars 
and  fats,  and  were  hypometabolic.  For  this  reason,  the 
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development  of  PEM  should  be  considered  to  be  due  to 
the  presence  of  specific  disease  complications. 

The  results  of  body  composition  studies  in  AIDS 
patients  imply  that  there  is  frequent  development  of 
macronutrient  deficiency.  Micronutrient  deficiencies, 
especially  of  zinc  and  selenium,  also  are  common  in 
AIDS.'®’  “ Folate  deficiency  may  occur  in  patients  from 
populations  where  preexisting  folate  deficiency  is  likely. 
Vitamin  8,2  malabsorption  has  been  documented'^  and 
subnormal  serum  8,2  concentrations  are  a common 
finding.  Malabsorption  of  fat-soluble  micronutrients, 
such  as  vitamin  E,  vitamin  A,  betacarotene  and  essen- 
tial fatty  acids,  may  occur.  Other  micronutrient  deficien- 
cies also  may  be  present  and  may  compound  the  effects  of 
macronutrient  deficiencies. 

The  development  of  PEM  in  AIDS  is  multifactorial. 
Reduced  food  intake  is  common  and  is  related  to  infec- 
tious, inflammatory  or  neoplastic  conditions  affecting 
, the  oral  cavity,  pharynx,  esophagus  or  central  nervous 
I system.  Food  intake  also  may  be  diminished  by  malab- 
sorption with  inhibition  of  appetitive  behavior  due  to 
factors  released  by  unabsorbed  nutrients  in  the  lower 
bowel.  The  anorexia  observed  clinically  in  patients  with 
serious  systemic  diseases  appears  to  be  a direct  effect  of 
altered  cellular  release  of  cytokines  and  other  mediators. 

Nutrient  malabsorption  is  common  and  may  be  occult 
or  clinically  severe.'^’  Severe  malabsorption  usually  is 
associated  with  small  intestinal  injury  and  protozoal 
infections.''*  In  the  absence  of  such  infections,  mucosal 
I architecture  and  enzyme  activities  are  normal;  therefore, 

' the  intestine  may  be  capable  of  absorbing  sufficient 
nutrients  to  maintain  adequate  nutritional  status. 

Metabolic  abnormalities  in  AIDS  patients  may  be  a 
j result  of  opportunistic  infections  or  of  HIV  itself.  Fever, 
hypermetabolism  and  metabolic  derangements  leading 
I to  protein  depletion  occur.  Abnormalities  in  lipid  meta- 
bolism include  fasting  hypertriglyceridemia,'®  inhibition 
of  lipoprotein  lipase  activity  and  increased  production  of 
very  low-density  lipoproteins.  Altered  glucose  metabo- 
lism is  associated  with  insulin  resistance  and  with 
increased  rates  of  gluconeogenesis  and  glucose  flux  into 
peripheral  tissues.  The  metabolic  changes  in  AIDS 
patients  appear  to  occur  by  similar  pathogenic  mecha- 
nisms as  in  other  chronic  illnesses  and  are  related  to 
' altered  cytokine  contents  in  tissues  and  blood. 

The  multifactorial  nature  of  PEM  adds  complexity  to 
the  clinical  picture.  An  individual  patient  may  have  one 
I or  more  causes  for  malnutrition,  which  may  change  as  the 
disease  progresses.  The  clinician  must  continually  reeva- 
luate the  AIDS  patient  with  regard  to  potential  changes 
in  intake,  absorption  and  metabolism  in  order  to  provide 
I effective  nutritional  management. 

Impact  of  PEM  in  AIDS 

The  development  of  PEM  may  have  significant  effects 
upon  an  AIDS  patient.  The  ability  of  the  patient  to 
acquire  and  consume  food  may  be  affected.  Severely 
malnourished  patients  may  require  hospitalization  and 
total  care.  While  the  depletion  of  T helper  cells  is  suffi- 
cient to  produce  an  immune  deficiency,  PEM  may  allow 
the  deficiency  to  become  clinically  apparent  with  a lesser 
I degree  of  viral  damage  or  make  the  patient  vulnerable  to 


complications  in  addition  to  those  specifically  related  to 
AIDS.  These  aspects  of  AIDS  have  received  little  atten- 
tion or  formal  study. 

Nutritional  Support  in  AIDS 

Studies  of  nutritional  support  in  AIDS  have  been 
conducted.  The  importance  of  effective  treatment  of 
underlying  infections  was  demonstrated  in  a study  of 
patients  with  cytomegalovirus  (CMV)  colitis.^®  When 
untreated,  the  disease  was  invariably  accompanied  by 
progressive  wasting  Treatment  with  the  antiviral  agent, 
ganciclovir  (Cytovene®,  Syntex  Laboratories,  Palo  Alto, 
CA),  was  associated  with  body  mass  repletion  in  the 
absence  of  nutritional  support.  Several  patient  were  able 
to  return  to  work  and  to  resume  other  normal  activities. 
However,  patients  with  coexisting  untreated  infections, 
in  addition  to  CMV,  failed  to  replete  body  cell  mass  even 
when  nutritional  support  was  administered  along  with 
ganciclovir.  The  ability  of  azidothymidine  (AZT- 
Retrovir®,  8urroughs  Wellcome  Company,  Research 
Triangle  Park,  NC)  to  promote  weight  gain  has  been 
documented  repeatedly.  Repletion  of  body  cell  mass 
without  specific  nutritional  therapy,  if  disease  complica- 
tions are  treated  effectively,  is  important  to  remember  as 
is  its  correlary;  it  may  be  difficult  or  impossible  to 
improve  nutritional  status  in  patients  with  serious 
systemic  illnesses  unless  the  complication  is  treated  effec- 
tively. 

Nutritional  support  often  becomes  indicated  in 
patients  with  AIDS.  A variety  of  parenteral  and  enteral 
approaches  have  been  tried  clinically  but  few  controlled 
studies  have  been  conducted.  The  effect  of  total  paren- 
teral nutrition  (TPN)  upon  body  composition  was 
evaluated  in  twelve  AIDS  patients  with  a variety  of 
gastrointestinal  and  systemic  diseases.^'  The  response  to 
TPN  varied  with  the  underlying  clinical  problem.  8ody 
cell  mass  repletion  occurred  in  patients  whose  clinical 
problem  was  related  to  nutrient  intake  or  absorption, 
while  patients  with  disseminated  systemic  infections 
increased  body  fat  content  but  did  not  replete  body  cell 
mass. 

The  effect  of  enteral  nutrition  upon  body  composition 
in  AIDS  also  was  studied. All  subjects  had  severe  eating 
disorders  due  to  central  nervous  system  diseases  or  local 
diseases  in  the  esophagus,  but  patients  were  free  of 
serious  intestinal  diseases.  A chemically  defined  diet  was 
administered  through  an  endoscopically  placed  gastros- 
tomy tube  for  two  months.  Repletion  of  body  cell  mass 
and  body  fat  was  documented.  Serum  studies  demon- 
strated increases  in  the  concentrations  of  albumin  and  of 
iron-binding  capacity,  the  latter  value  a reflection  of 
transferrin  concentration  Thus,  the  enteral  regimen  was 
able  to  replete  both  skeletal  and  visceral  protein  compart- 
ments. It  should  be  noted  that  repletion  occurred  despite 
the  persistence  of  systemic  infections  in  several  patients. 
Immunological  studies  revealed  that  total  lymphocyte 
counts  rose  during  nutritional  support  though  no 
changes  in  the  number  of  CD4-)-  cells  were  noted.  No 
alterations  in  serum  immunoglobulin  concentrations 
occurred.  There  were  no  obvious  changes  in  clinical 
immunological  status  of  the  patients.  Nutritional  support 
also  was  associated  with  marked  functional  improve- 
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ment.  All  Patients  except  one  were  able  to  leave  the 
hospital  and  two  patients  resumed  normal  food  intake 
without  the  gastrostomy  tube. 

Enteral  regimens  also  have  been  applied  to  AIDS 
patients  with  diarrheal  illnesses. An  elemental  diet  was 
shown  to  reduce  diarrheal  losses  and  stabilize  body 
weight  Aggressive  use  of  specific  enteral  formulae  may 
obviate  the  need  for  TPN  or  allow  it  to  be  given  on  an 
intermittent  basis. 

Body  mass  repletion  was  documented  in  a pediatric 
population.  Intensive  feeding  of  a standard  formula 
produced  weight  gain  in  a group  of  extremely  ill  infants 
with  AIDS  and  multiple  medical  problems. 

Not  all  patients  with  poor  appetites  have  local  or 
neurological  diseases,  malabsorption  syndromes  or  clini- 
cally apparent  systemic  infections.  The  ability  of  an  appe- 
tite stimulant,  megesterol  acetate  (Megace®,  Bristo- 
Myers  Squibb,  New  York,  NY),  a synthetic  progestin,  to 
increase  food  intake  and  body  weight  was  documented  in 
an  open-label  study. A double-blind,  placebo-controlled 
trial  is  ongoing.  Several  patients  have  had  satisfactory 
weight  gain.  Evaluation  of  some  patients  unable  to  gain 
weight  disclosed  disorders  that  preclude  successful 
enteral  therapy,  such  as  a malabsorption  syndrome. 

The  results  of  these  studies  indicate  that  nutritional 
support  can  improve  nutritional  status  in  properly 
selected  patients.  Body  mass  repletion  may  enhance 
quality  of  life  and  may  be  of  economic  benefit  in 
decreasing  reliance  upon  hospital  or  special  medical 
services. 

Other  Considerations 

Several  other  aspects  of  PEM  in  AIDS  are  important. 
Issues  of  food  safety  are  particularly  of  concern  since 
enteric  infections  in  AIDS  patients  often  are  untreatable 
or  relapsing.  The  patient  should  be  counseled  about 
proper  food  and  water  usage  at  home,  in  restaurants  and 
during  traveling.  Psychosocial  considerations  are  an 
important  component  of  clinical  care.^*  Many  aspects  of 
this  chronic  disease  have  nutritional  consequences 
ranging  from  psychological  reactions  to  the  diagnosis  to 
loss  of  income.  A wide  range  of  potential  nutritional 
problems  must  be  considered  in  patient  management. 

Nutritional  Recommendations 

Standard  nutritional  recommendations  for  the  AIDS 
patient  are  not  possible,  since  this  is  a heterogeneous 
disease.  The  National  Task  Force  on  Nutrition  in  AIDS 
developed  a preliminary  set  of  guidelines.^’  General 
recommendations  were  made  for  patient  education. 


nutritional  assessment  and  establishment  of  nutritional 
goals  for  the  AIDS  patients.  More  specific  guidelines 
were  presented  for  asymptomatic  patients,  as  well  as 
patients  with  anorexia,  diseases  of  the  oral  cavity  and 
esophagus,  nausea  and  vomiting,  diarrhea  and  and 
malabsorption,  infection  and  neurologic  disease.  Drug- 
nutrient  interactions  also  were  explored. 

Continued  progress  in  the  elucidation  and  treatment  of 
PEM  in  AIDS  is  needed  to  make  the  most  effective  use  of 
this  clinical  tool  in  patients  affected  by  immune  defi- 
ciencies. The  information  obtained  from  treatment  of 
AIDS  patients  should  be  relevant  to  patients  with  other 
chronic  and  progressive  inflammatory  diseases. 
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EXPERTS  SUGGEST  WAYS  TO  HELP 
CHILDREN  COPE  WITH  WAR 


“I  feel  scared  that  they  might  blow  up  my  block,  and 
boom — my  mom  and  everybody  would  be  gone.  Then 
there  would  be  just  me.” 

That  was  how  an  8-year-old  boy  responded  when 
recently  asked  by  a talk  show  host  to  describe  how  he 
feels  about  the  war  in  the  Persian  Gulf.  Other  children 
gave  similar  answers. 

As  non-stop  news  reports  continue  bringing  the  Gulf 
war  into  American  living  rooms,  child  health  experts  say 
adults  should  not  underestimate  the  psychological  effects 
the  situation  can  have  on  children  and  adolescents. 

“The  consequences  are  going  to  vary  from  child  to 
child,  depending  on  age  and  psychological  makeup,”  said 
Stanford  Friedman,  M.D.,  of  the  AAP  Committe  on  the 
Psychosocial  Aspects  of  Child  and  Family  Health. 
“Obviously,  children  with  pre-existing  emotional  pro- 
blems are  going  to  be  the  most  vulnerable.  The  important 
thing  to  remember  is  that  children’s  fears  and  thoughts 
about  this  are  going  to  be  very  different  from  those  of 
adults,  and  parents  have  to  be  sensitive  to  that.” 

While  there  is  no  official  AAP  policy  on  coping  with 
the  impacts  of  war  on  children,  several  AAP  members 
with  expertise  in  psychosocial  subjects,  or  those  who  have 
military  medical  experience,  have  offered  suggestions. 
They  urge  pediatricians  to  pass  the  suggestions  on  to 
parents  as  needed  in  their  practices.  Their  advice  is  aimed 
at  children  whose  parents  or  other  loved  ones  are  not 
directly  involved  in  the  war.  Future  AAP  stories  will 
address  that  population. 

In  summary,  they  suggest: 

• Give  children  honest,  realistic  answers  to  their  ques- 
tions about  the  war,  making  sure  that  the  explana- 
tions are  appropriate  for  the  child’s  age  and  cognitive 
level.  Concrete  answers  are  appropriate  for  younger 


children,  while  more  abstract  discussions  are  appro- 
priate for  adolescents. 

• Be  realistic  with  your  explanations,  but  assure 
children  that  they  are  not  likely  to  be  directly  affected 
by  the  war. 

• Allow  your  children  to  talk  freely  and  express  their 
reactions  to  things  heard  in  school  and  viewed  on 
television. 

• Dispel  any  myths  or  rumors  they  might  have  about 
the  war  and  replace  them  with  factual  information. 

• Show  them  on  a map  where  the  various  countries 
involved  in  the  war  are  located,  making  sure  to  point 
out  the  danger  is  far  from  the  U.S. 

• As  with  any  television  viewing,  use  discretion  in  the 
amount  and  intensity  of  Gulf  war  news  coverage 
your  children  watch.  However,  do  not  shield  them 
from  watching  the  coverage  altogether,  which  might 
only  serve  to  intensify  their  curiousity  and  anxiety 
levels. 

• Whenever  possible,  watch  television  with  your  chil- 
dren to  that  you  can  answer  their  questions  and 
explain  things  as  they  are  shown. 

• Maintain  a calm  atmosphere  in  your  home.  Children 
sense  and  adopt  the  tension  and  anxieties  of  their 
parents. 

• Maintain  daily  routines,  which  can  be  reasurring  for 
young  children.  Do  not  give  them  the  impression  that 
you  are  preocupied  withe  the  war  or  allow  it  to 
disrupt  their  lives. 

• When  discussing  the  war  with  adolescents,  do  not 
force  your  own  views  upon  them.  Allow  them  to 
express  their  views  as  you  would  with  an  adult, 
correcting  factual  errors  and  presenting  them  with 
other  points  of  view  if  necessary. 

Reassurance  is  the  key 

The  greatest  fear  for  many  younger  children,  such  as 
the  8-year-old  boy  quoted  above,  is  that  fighting  in  the 
Middle  East  will  cross  U.S.  borders. 

“It  is  very  important  to  assure  children  of  their  safety 
and  security,”  said  Barry  Zuckerman,  M.D.,  of  the  AAP 
psychosocial  committee.  “While  adults  can  sit  and  watch 
what’s  happening  on  TV  and  realize  that  it’s  happening 
far  away  and  they  aren’t  going  to  be  hit  by  one  of  those 
missiles,  a child  doesn’t  automatically  assume  that.” 

Reassurance  of  safety  and  security  is  important  for 
children  of  all  ages,  not  just  young  children,  said 
Dr.  Zuckerman,  who  co-authored  “The  Impact  of  the 
Threat  of  Nuclear  War  on  Children  and  Adolescents” 
(Journal  of  Developmental  and  Behavioral  Pediatrics 
Vol.  7,  No.  6,  December  1986). 
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Dr.  Friedman  cautions  there  is  a difference  between 
reassurance  and  “false  reassurance,”  such  as  telling 
children  the  war  is  make  believe  or  that  it  is  a television 
movie.  False  reassurance  is  not  appropriate  for  children 
of  any  age,  he  said. 

“Children  can  slip  in  and  out  of  their  imaginary  life 
and  true  life  with  great  ease,”  Dr.  Friedman  said.  “It’s 
an  easy  way  out  to  tell  a child  that  this  is  something  that  is 
make  believe,  but  it  certainly  is  not  appropriate.” 

Age-appropriate  terms 

It  is  important  to  explain  the  war  to  children  in  terms 
that  they  can  understand,  while  still  remaining  honest 
and  realistic,  said  Col.  Warren  A.  Todd,  M.D.,  FAAP, 
of  the  AAP  Section  on  Uniformed  Services  Dr.  Tood  is 
chief  of  the  Medical  Corps  Branch  of  the  U.S.  Army. 

“The  true  explanation  of  why  we  have  wars  is  so 
abstract,  that  it’s  nearly  impossible  to  explain  it  to  a 
young  child,”  Dr.  Todd  said.  “What  you  have  to  do  is 
sort  of  put  yourself  in  their  heads  and  try  to  explain  it  in 
ways  they  will  understand.” 

Case  in  point  is  Dr.  Todd’s  own  1 1-year-old  son,  who 
was  asked  in  school  to  explain  the  war  in  terms  of  a 
problem/solution  situation.  His  son  put  down  the 
problem  as  “Saddam  Hussein  will  not  leave  Kuwait.”  His 
three  solutions  were: 

“Ask  him  politely  to  leave.” 

If  that  doesn’t  work,  “Ask  Saddam’s  mother  to  make  him 
leave.” 

If  that  still  doesn’t  work,  “Call  the  police  and  ask  them  to 
get  him  out.” 

From  observing  that  homework  assignment,  it 
occurred  to  Dr.  Todd  that  he  could  explain  the  war  to  his 
son  in  those  terms:  The  U.S.  did  ask  Saddam  Hussein  to 
politely  leave,  through  negotiations,  but  he  resisted.  He 
could  then  equate  United  Nations  sanctions  with  his 
son’s  idea  of  getting  Saddam  Hussein’s  mother  involved. 

“It  could  be  explained  as  when  those  peaceful  solutions 
didn’t  work,  that’s  when  we  had  to  go  to  a higher  power, 
like  the  police,  and  force  him  to  get  out,”  he  said. 

“This  is  how  children  view  things,”  Dr.  Todd  said. 
“With  the  younger  ones,  you  might  try  to  relate  it  to  a 
bully  situation.  You  might  tell  them  there  is  this  bully  in  a 
country  trying  to  push  the  rest  of  the  world  around,  and 
that  people  can’t  get  away  with  that  type  of  behavior.  Tell 
them  we  first  tried  to  talk  to  the  bully  and  use  peaceful 
methods,  but  he  wouldn’t  listen.” 

“As  a parent,  if  you  want  to  portray  this  as  a man  who 
has  been  kind  of  a bully  in  the  neighborhood,  then  you 
have  created  a pathway  to  terms  that  children  can  under- 
stand,” Dr.  Todd  said. 

George  Cohen,  M.D.,  of  the  National  Consortium  for 
Child  Mental  Health  Services,  said  practical,  simple 
explanations  work  best. 

“First,  you  should  explain  to  the  child  that  war  is  a very 
difficult  and  unfortunate  situation  that  no  body  really 
likes  to  be  in,”  said  Dr.  Cohen,  a consultant  to  the  AAP 
psychosocial  committee.  “But  you  can  point  out  that 
there  are  some  bad  guys  over  there  and  what  we  are  doing 
is  trying  to  protect  the  good  guys  over  here.  Explain  to 
them  that  there  is  a reason  behind  it,  not  just  that  we  are 
over  there  doing  destructive  things.” 


Trying  to  force  children  to  understand  the  complicated 
implications  of  the  war  will  only  serve  to  increase  their 
anxiety.  Dr.  Friedman  said.  Young  children  don’t  have 
the  cognitive  abilities  to  fully  comprehend  the  impacts  of 
the  war,  he  said. 

“With  the  younger  children,  answer  in  concrete 
terms,”  Dr.  Friedman  said.  “You  might  tell  them  there 
are  two  countries  fighting  each  other  because  they  can’t 
agree  on  some  very  important  things,  but  those  countries 
are  far  away,  and  that  doesn’t  mean  we  can’t  solve  our 
problems  over  here.” 

Dr.  Zuckerman  agreess  in  using  simple  terms,  but  said 
that  might  be  more  difficult  for  parents  who  are  steadfast 
against  war  and  who  favor  only  peaceful  solutions.  In 
such  cases,  parents  should  accurately  describe  their  posi- 
tion in  understandable  terms,  he  said. 

It  also  is  important  for  parents  to  express  their 
emotions  in  a collected  manner,  as  opposed  to  acting  as  if 
war  casualties  don’t  bother  them.  Dr.  Zuckerman  said. 

“Make  it  clear  to  the  child  that  it  really  upsets  you  to 
see  people  being  killed  over  there,”  Dr.  Zuckerman  said. 
“It’s  not  good  enough  to  sit  there  and  huff  and  say,  ‘This 
is  terrible.’  Show  some  emotion  and  offer  explanations, 
because  if  you  bottle  it  up,  the  child  is  going  to  do  the 
same  thing.” 

Being  open 

Most  important  is  to  be  open  and  talk  to  children 
about  the  war,  the  experts  agree. 

“Encourage  dialogue,”  said  AAP  Associate  Executive 
Director  Joe  Sanders,  M.D.,  who  for  24  years  served  on 
active  duty  at  the  Fitzsimons  Army  Medical  Center  in 
Denver.  “You  can’t  just  assume  kids  are  going  to  under- 
stand all  of  this.” 

“Television  is  allowing  us  to  witness  the  war  practically 
minute  by  minute  from  our  living  rooms  as  never 
before,”  Dr.  Sanders  said.  “When  they  (children)  see 
kids  running  around  donning  gas  masks  in  Tel  Aviv, 
there  has  to  be  an  adult  there  to  explain  to  them  what  is 
going  on.” 

There  is  a difference,  however,  from  offering  realistic 
explanations  and  trying  to  force  a child  to  understand  the 
complexities  of  war.  Dr.  Friedman  cautions. 

“You  will  find  parents  that  go  from  one  extreme  to  the 
other,”  he  said.  “You  will  have  the  ‘deniers,’  who  tell 
their  children  that  this  is  all  make  believe,  and  then  you 
will  have  the  ones  who  have  the  need  to  try  to  force  their 
young  children  to  understand  all  the  horrors  and  implica- 
tions of  war.  Both  tactics  are  innappropriate.” 

“From  all  of  this,  parents  should  know  to  provide  an 
open,  healthy  atmosphere  so  that  children  can  feel  free  to 
ask  questions  and  expert  to  receive,  honest,  age- 
appropriate  explanations,”  Dr.  Friedman  said. 

Trying  to  shield  children  from  current  events,  no 
matter  how  unfortunate  those  events  might  be,  only  serve 
to  increase  their  anxiety  in  the  long  term.  Dr.  Todd  said. 

“Just  like  violent  shows  on  TV,  those  children  that 
don’t  watch  it  will  hear  about  it  from  their  friends,”  he 
said.  “You  can’t  hide  the  fact  that  there  is  a war  going  on. 
This  is  going  to  be  with  us  for  a long  time.  You  can’t  hide 
it  from  the  forever.” 
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AAP  SPRING  SESSION:  U.S.  SURGEON 
GENERAL-KEYNOTE  SPEAKER 


Chicago — U.S.  Surgeon  General  Antonia  C.  Novello, 
M.D.,  MPH,  will  be  the  keynote  speaker  at  the  American 
Academy  of  Pediatrics’  (AAP)  Spring  Session  March  16- 
21  in  San  Diego. 

Dr.  Novello,  clinical  professor  of  pediatrics  at  the 
Georgetown  University  School  of  Medicine,  Washington, 
DC,  and  the  Uniformed  Services  University  of  the  Health 
Sciences,  Bethesda,  Maryland,  will  assess  the  health 
status  of  American  children  and  the  Bush  Administra- 
tion’s current  priorities  in  addressing  specific  child  health 
problems. 

The  AAP  meeting  will  be  held  at  the  San  Diego 
Marriott  and  the  San  Diego  Convention  Center  and  will 
consist  of  six  days  of  educational  sessions  as  well  as 
special  news  briefings  for  persons.  A press  kit  will  be 
available  in  advance  as  well  as  at  the  press  room,  located 
in  Room  17B  of  the  convention  center.  Advance  registra- 
tion is  not  required. 


MEASLES  OUTBREAKS:  EMERGENCY 
ROOMS  HEIGHTEN  RISK? 


Chicago — A new  study  assessing  measles  outbreaks  in  _ 
Los  Angeles  and  Houston  found  that  visiting  inner-city 
pediatric  emergency  rooms  during  community  outbreaks 
of  measles  is  an  important  risk  factor  for  acquiring 
measles. 

“In  inner-city  pediatric  emergency  rooms,  unvaccinated 
children  congregate  in  crowded  waiting  rooms  for  long 
periods  of  time,’’  the  study  said.  “In  these  settings,  there 
are  many  opportunities  for  measles  exposure  during  out- 
breaks.” 

The  results  of  the  study  suggest  that  measles  transmis- 
sion in  these  facilities  contributed  substantially  to 
sustaining  outbreaks  in  the  communities. 

The  study,  published  in  the  January  issue  of  Pediatrics, 
the  journal  of  the  American  Academy  of  Pediatrics 
(AAP),  and  from  the  Centers  for  Disease  Control  (CDC), 
looked  at  data  from  measles  outbreaks  in  Los  Angeles 
and  Houston  during  1988  and  1989. 

Authors  Karen  Farizo,  M.D.,  Paul  Stehr-Green, 
Dr.  PH.,  Diane  Simpson,  M.D.,  and  Lauri  Markowitz,  M.D., 


said  that  the  pontential  magnitude  of  the  risk  of  acquiring 
measles  in  medical  facilities  has  not  been  assessed  in  the 
U.S.  Of  cases  of  measles  in  preschool-aged  children, 
nearly  one-fourth  in  the  Los  Angeles  outbreak  and  more 
than  one-third  in  the  Houston  outbreak  were  reported  by 
one  inner-city  emergency  room. 

Records  in  both  emergency  rooms  were  reviewed  to 
determine  whether  patients  with  measles  had  visited  the 
emergency  room  during  the  period  of  potential  measles 
exposure,  10  to  18  days  before  rash  onset.  The  patients 
with  measles  were  compared  with  control  patients. 

In  Los  Angeles,  23  percent  of  patients  diagnose  with 
measles  and  five  percent  of  the  control  patients  had 
visited  the  emergency  room  during  the  exposure  period. 
In  Houston,  41  percent  of  patients  with  measles  and  six 
percent  of  control  patients  visited  the  emergency  room 
during  that  period. 

“These  data  suggest  that  measles  transmission  in 
pediatric  emergency  rooms  played  a prominent  role  in 
perpetuating  these  outbreaks,”  the  authors  said. 

Measles  is  highly  contagious.  Transmission  occurs 
primarily  by  person-to-person  spread  of  infective  respira- 
tory droplets;  transmission  may  also  occur  by  contact 
with  infective  droplets  in  the  air. 

The  authors  recommend  screening  patients  in  medical 
wating  rooms  and  those  with  measles  should  be  isolated. 
However,  before  the  onset  of  the  rash,  signs  and  symp- 
toms are  non-specific.  “Providing  vaccination  in  emer- 
gency rooms  may  be  a cost-effective  means  of  preventing 
many  measles  cases  and  measles-associated  hospitaliza- 
tions from  occurring,”  the  authors  suggested. 

In  1985,  only  75  percent  of  the  nation’s  nonwhite  2- 
year  olds  had  been  vaccinated  against  measles.  In  some 
inner-city  areas,  measles  vaccination  levels  of  2-year  olds 
are  as  low  as  50  percent.  In  this  study,  all  of  the  children  in 
Los  Angeles  were  Hispanic,  and  in  Houston,  most  were 
Hispanic  or  balck. 

Low-income  children  are  more  likely  than  affluent 
children  to  have  never  received  a preventive  health  exam 
and  are  less  likely  to  have  health  insurance,  the  authors 
said.  These  children  depend  to  a large  extent  on  publicly 
funded  health  care  providers,  such  as  public  hospital 
facilities.  Many  poor  families  use  emergency  rooms  as 
their  only  source  of  medical  care. 

“Unless  vaccination  coverage  among  our  nation’s 
preschool-aged  children  is  increased,  more  outbreaks  like 
those  in  Los  Angeles  and  Houston  are  likely  to  occur,” 
the  authors  concluded. 

The  American  Academy  of  Pediatrics  is  an  organiza- 
tion of  40,000  pediatricians  dedicated  to  the  health,  safety 
and  well-being  of  infants,  children,  adolescents  and 
young  adults. 
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HIGH  BLOOD  PRESSURE  IN  BLACKS  TIED 
TO  SKIN  COLOR,  LOW  ECONOMIC  STATUS 


In  an  accompanying  editorial,  Robert  F.  Murray  Jr.,  MD, 
of  the  Department  of  Pediatrics  and  Child  Health, 
Howard  University  College  of  Medicine,  Washington, 
D.C.,  writes:  “The  fact  that  skin  pigmentation  and  blood 
pressure  are  not  consistently  associated  is  evidence  that 
they  are  not  genetically  linked. 

“A  combination  of  disadvantaged  socioeconomic 
status  and  a behavior  pattern  of  repressed  hostility  in  a 
dark-skinned  individual  may  be  the  phenotypic  marker 
of  the  at-risk  person  to  develop  hypertension.  The  genetic 
predisposition  in  important,  but  environmental  factors 
may  still  play  the  pivotal  role,  even  when  the  genes  that 
are  responsible  for  blood  pressure  elevation  have  been 
identified  and  their  functions  elucidated,”  Dr.  Murray 
concludes. 


Chicago — High  blood  pressure  among  African- 
Americans  may  be  more  a function  of  stress  from  living  in 
a race-conscious  society  than  of  genetics,  according  to  a 
study  published  in  this  Wednesday’s  Journal  of  the 
American  Medical  Association. 

A study  of  457  African-Americans  from  three  cities 
(Hagerstown,  Md.;  Pueblo,  Colo.;  and  Savannah,  Ga.) 
looked  at  the  association  of  skin  color  with  high  blood 
pressure.  Skin  color  was  measured  with  a reflectometer. 
With  a reflectometer,  more  darkly  pigmented  skin 
reflects  a lower  percentage  of  light  and  yields  a lower 
reflectance  reading. 

“If  the  hypothesis  of  genetically  determined  susceptibi- 
lity to  high  blood  pressure  is  true,  the  susceptibility 
should  increase  continuously  with  increasingly  darker 
skin,”  writes  Michael  J.  Klag,  MD,  MPH,  of  the 
Department  of  Medicine,  The  Johns  Hopkins  University 
School  of  Medicine,  Baltimore,  with  colleagues.  Lighter- 
skinned African-Americans  were  assumed  to  have  more 
white  ancestors  and,  thus  a lower  probability  of  having 
genes  which  would  predispose  them  to  high  blood 
pressure. 

“Both  systolic  and  diastolic  blood  pressure  were  higher 
in  darker  persons  and  increased  by  two  millimeters  of 
mercury  for  every  one  standard  deviation  increase  in  skin 
darkness,”  they  write.  “However,  the  association  was 
dependent  on  socioeconomic  status,  whether  measured 
by  education  or  an  index  consisting  of  education,  occupa- 
tion, and  ethnicity,  being  present  only  in  persons  with 
lower  levels  of  either  indicator...  The  current  analysis 
demonstrated  that  the  relationship  between  skin  color 
and  blood  pressure  in  American  blacks  varied  depending 
on  the  level  of  socioeconomic  status.” 

One  explanation  the  authors  suggest  is  that,  “Persons 
of  lower  socioeconomic  status  presumably  would  be 
more  susceptible  to  the  stress  created  by  limited  access  to 
economic  and  social  resources  associated  with  having 
darker  skin  color.” 


PUERTO  RICANS  RUN  HIGHEST  INFANT 
MORTALITY  RISKS  AMONG  HISPANICS  IN  U.S. 


Chicago — Babies  born  to  Puerto  Rican  parents  run  the 
highest  neonatal  and  postnatal  infant  mortality  risks 
among  Hispanics  in  the  U.S.  and  Puerto  Rico,  according 
to  a study  published  in  this  Wednesday’s  Journal  of  the 
American  Medical  Association. 

When  compared  to  the  infant  mortality  risks  of  non- 
Hispanic  white,  “Among  all  Hispanic  groups,  the 
neonatal  (less  than  28  days  old)  mortality  risk  was  higher 
among  Puerto  Rican  islanders,  (Relative  Risk  2.3)  and 
continental  Puerto  Ricans  (Relative  Risk  1.5)”  writes 
José  E.  Becerra,  MD,  MPH,  of  the  Division  of  Repro- 
ductive Health,  Center  for  Chronic  Disease  Prevention 
and  Health  Promotion,  Centers  for  Disease  Control, 
Atlanta,  Ga.,  with  colleagues.  “The  postnatal  mortality 
risk  (28  to  364  days)  was  highest  among  continental 
Puerto  Ricans  (Relative  Risk  1.2).”  Relative  Risk  scores 
greater  than  1.0  indicate  risk  increased  above  average. 

The  authors  examined  1983  and  1984  Linked  Birth  and 
Infant  Death  data  sets  of  single-delivery  infants  of 
Hispanic  descent  to  those  of  non-Hispanic  whites. 
Infants  who  had  a Hispanic  identifier  marked  on  their 
birth  certificate,  or  who  were  born  to  a woman  who  was 
born  in  Mexico,  Puerto  Rico,  or  Cuba  were  defined  as 
Hispanic.  A total  of  828,  579  live  Hispanic  birhts  were 
examined. 

Neonatal  mortality  risks  among  all  other  Hispanic 
groups  “were  not  significantly  different  from  those 
among  non-Hispanic  whites,”  the  authors  writes. 
Postnatal  mortality  risks  (PNMR)  for  Puerto  Rican  and 
Mexican-Americans  were  the  same  as  non-Hispanic 
whites.  PNMRs  for  Cuban-Americans  were  below  those 
of  non-Hispanic  whites,  with  a Relative  Risk  of  0.6. 
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“Our  Study  underscores  the  heterogeneity  of  the 
Hispanic  population  in  the  United  States  and  the  need  to 
consider  these  differences  in  the  planning  and  implemen- 
tation of  ethnic-specific  interventions  to  prevent  infant 
mortality,”  the  authors  write. 


AMN  REPORT:  COMPUTER  NETWORK 
HELPS  HOSPITALIZED  KIDS 


Chicago — Seven-year-old  Shawn  sits  down  at  the 
computer  in  his  sterile  Boston  hospital  room  and  his 
listlessness  vanishes.  Perched  on  the  edge  of  a too-big 
chair,  he  takes  command  of  the  “mouse”  that  controls 
the  image  on  the  screen.  Snoopy  escaping  the  Red  Baron. 

Shawn  wears  a striped  T-shirt,  sweat  pants  and 
sneakers,  the  uniform  of  boys  his  age,  but  his  pink  scalp 
shines  through  pale,  sparse  fuzz,  a side  effect  of  chemo- 
therapy following  a bone-marrow  transplant  six  weeks 
age.  In  the  amber  light  of  the  glowing  screen,  he  looks 
oddly  old,  like  a little  man  from  space. 

“That  computer  made  his  recovery  a lot  easier,”  says 
Shawn’s  father,  who,  with  the  boy’s  mother,  has  come 
this  morning  to  take  their  son  home  from  Boston 
Children’s  Hospital.  “It  kept  his  mind  off  his  sickness 
and  nausea.” 

Much  as  Shawn  wants  to  see  his  brothers  and  three 
sisters,  he  seems  in  no  hurry  to  leave  the  computer.  It  has 
been  his  constant  companion  during  a difficult  recupera- 
tion. He  manipulates  the  keys  with  such  expertise  that  it’s 
hard  to  believe  he’d  never  used  a computer  before  his 
admission  to  Children’s. 

As  a story  in  the  week’s  American  Medical  News  notes, 
Shawn  is  among  the  first  Patients  to  benefit  from  KidBits, 
a computer  network  that  is  the  culmination  of  an  unusual 
volunteer  project  by  employees  at  GTE  Laboratories  in 
Waltham,  Mass.,  the  central  research  facility  of  the  multi- 
national GTE  Corp. 

Now,  during  their  long  isolation,  bone-marrow  trans- 
plant patients  may  do  school  work,  entertain  themselves 
and  communicate  through  an  electronic  mail  system  with 
terminals  in  each  patient’s  room  and  in  the  unit’s  activity 
room,  AMN  reports.  Patients  even  put  out  their  own 
newsletter.  The  Central  Line. 

Since  last  summer,  when  the  netwook  became  opera- 
tional, medical  staff  have  found  that  transplant  patients 
feel  empowered  by  the  computers,  and  are  able  to  do  a lot 
more  than  their  limited  energy  otherwise  permits. 

“It’s  a unique  situation  to  have  patients  hospitalized 
for  an  average  of  35  to  45  days  within  several  feet  of  each 
other,  yet  with  no  communication,”  says  pediatric  onco- 
logist Howard  J.  Weinstein,  MD,  chief  of  the  hospital’s 
Bone  Marrow  Transplantation  Service. 

“They’re  incredibly  curious  about  who’s  in  the  next 
bed  and  what’s  happening.  And  they’s  concerned.  If  they 
sense  that  something  is  not  going  well  next  door,  they 
worry,  ‘Is  that  going  to  happen  to  me?’  “Being  able  to 
talk  to  each  other  via  computer,  he  hopes,  will  make  them 
less  fearful. 

Myra  Fox,  director  of  patient  activities,  says,  “We’re 


offering  children  a new  kind  of  hospital  experience.” 

The  project  was  conceived  almost  four  years  ago  by 
George  Boggs,  then  a research  psychologist  at  GTE 
Labs.  A friend  had  asked  Boggs  for  advice  about 
boosting  the  morale  of  his  1 1-year-old  son,  who  was 
confined  to  a sterile  hospital  room  for  two  months.  Boggs 
sent  out  a memo  outlining  the  boy’s  situation  to  fellow 
researchers.  To  his  amazement,  more  than  60  people 
offered  help. 

As  it  turned  out,  the  KidBits  project  was  vastly  more 
complicated  than  its  technology.  The  volunteers  encoun- 
tered stringent  hosptial  rules.  And  the  hospital  was  wary 
lest  it  be  exploited  by  a corporation  wishing  to  publicize 
products.  “KidBits  is  an  unusual  collaborative  effort,” 
says  Fox.  “The  hospital  and  the  GTE  volunteers  have 
gotten  to  know  each  other  in  a very  special  way.” 


BREAST  CONSERVATION  THERAPY  ENDORSED 


Chicago — Breast  conservation  treatment  is  an  appro- 
priate method  of  primary  therapy  for  most  women  with 
early-stage  breast  cancer  (clinical  stage  I and  II), 
according  to  an  article  published  in  this  Wednesday’s 
Journal  of  the  American  Medical  Association. 

The  finding  was  made  at  consensus  conference  on  the 
treatment  of  early-stage  breast  cancer  convened  by  the 
National  Institutes  of  Health  last  June.  Basically,  breast 
conservation  treatment  is  a series  of  treatments  aimed  at 
eliminating  the  cancer  while  trying  to  maintain  cosmetic 
appearance  and  function. 

“Traditional  concepts  through  most  of  the  20th 
century  held  that  breast  cancer  was...  best  managed  by 
radical  mastectomy,”  the  NIH  Consensus  Statement 
reads.  “At  present,  breast  conservation  therapy  is  used  in 
a minority  of  patients.” 

Breast  cancer  is  exceeded  only  by  lung  cancer  as  a cause 
of  cancer  death  among  women.  According  to  the 
consensus  statement:  “Of  the  150,000  new  patients  diag- 
nosed as  having  invasive  breast  cancer  in  1990,  75  to  80 
percent  will  have  clinical  stage  I or  II  disease.”  Breast 
cancer  incidence  is  rising  and  more  than  1.5  million 
women  will  be  newly  diagnosed  with  it  in  the  1990s. 

The  conference  conclude:  “Breast  conservation  treat- 
ment is  an  appropriate  method  of  primary  for  the  majo- 
rity of  women  with  stage  I and  II  breast  cancer  and  is 
preferable  because  it  provides  survival  rates  equivalent  to 
those  of  total  mastectomy  and  axillary  dissection  while 
preserving  the  breast.” 

They  recommend  that  conservation  treatment  include 
local  excision  of  the  primary  tumor,  axillary  node  dissec- 
tion and  some  radiation  therapy. 

In  an  accompanying  Special  Communication,  David 
V.  Schapira,  MD,  ChB,  FRCPC,  of  the  Moffitt  Cancer 
Center,  University  of  South  Florida,  Tampa,  and  Nicole 
Urban,  ScD,  of  the  Hutchinson  Cancer  Research  Center, 
Seattle,  say  physicians  should  adopt  a minimalist  policy 
towards  routine  follow-up  surveillance  of  patients 
treated  for  early-stage  breast  cancer. 

“Because  symptoms  of  recurrence  reported  by  the 
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patient  or  noted  during  physical  examination  are  respon- 
sible for  detection  of  86  percent  of  recurrences  at  the  ear- 
liest possible  time,  it  would  seem  reasonable  and  cost- 
effective  to  limit  surveillance  to  physical  examination 
only,”  they  write. 

Intensive  surveillance  programs,  which  can  include 
blood  chemistry  studies.  X-rays  and  bone  scans,  “carry 
substantial  costs  and  do  not  improve  survival,”  they 
write.  “By  comparison,  the  difference  in  cost  between  an 
intensive  surveillance  strategy  and  a minimal  surveillance 
strategy  would  pay  for  approximately  29  percent  of  the 
cost  of  screening  mammography  ($50)  for  all  women 
aged  40  years  and  older  in  the  United  States  (44  million 
mammographies  for  49  million  women,  assuming  that 
women  aged  50  years  and  older  had  an  annual  mammo- 
gram, while  women  aged  40  to  49  had  a mammogram 
every  other  year).” 

Such  a comprehensive  screening  program,  they  write, 
would  be  expected  to  reduce  breast  cancer  deaths  by  30 
percent,  while  the  intensive  surveillance  program  is  not 
expected  to  reduce  deaths  at  all. 

In  opposition  to  a minimalist  policy,  Michael  D. 
Wertheimer,  MOW,  MD,  of  the  Department  of  Surgery/ 
Surgical  Oncology  at  the  University  of  Massachusettes, 
writes:  “The  system  of  health  care  in  the  United  States 
has  precious  little  coordinated  planning  and  has  rarely 
shown  the  capacity  to  establish  priorities  or  shift 
resources  in  any  particular  direction.  There  is,  therefore, 
no  reason  to  expect  that  terminating  close  surveillance  of 
patients  treated  for  breast  cancer  would  allow  or  in  any 
way  facilitate  more  screening  of  asymptomatic  women.” 

Wertheimer  says:  “Whether  or  not  definite  survival 
advantages  cna  be  proven  at  the  present  time  with 
currently  available  drugs  and  with  data  that  now  exist 
does  not  justify  a nihilistic  approach  to  early  detection  of 
metastases.” 

He  writes  that  a fundamental  principle  in  tumor 
biology  is  that  “systemic  therapy  should  be  administered 
as  early  as  possible  in  the  life  span  of  a tumor  to  avoid 
drug-resistant  cells  and  theoretically  to  increase  the 
possibility  of  cure...  when  the  number  of  cell  is  smallest.” 

Additionally,  he  says,  the  physician-patient  relation- 
ship that  results  from  long-term  follow-up  has  “many 
tangible  and  intangible  attributes”  that  cannot  be 
measured. 

WOMEN  WITH  DIABETES  MORE  PRONE 
TO  FATAL  HEART  DISEASE  THAN  MEN 

Chicago — Women  who  have  diabetes  are  3.3  times 
more  likely  to  succumb  to  heart  disease,  according  to  a 
new  study  in  this  Wednesday’s  Journal  of  the  American 
Medical  Association.  Diabetic  men,  on  the  other  hand, 
have  a 1.8  times  greater  risk  for  fatal  heart  disease. 

That  information  is  surprising,  because  in  Western 
societies,  women  have  a favored  status  compared  to  men 
with  regard  to  mortality  in  general,  and  deaths  attributed 
to  heart  disease  in  particular.  Study  author  Elizabeth 
Barrett-Connor,  MD,  of  the  Dept,  of  Community  and 
Family  Medicine,  University  of  California,  San  Diego 
(La  Jolla),  and  colleagues,  looked  at  207  men  and  127 


women  aged  40  through  79  years  from  Rancho  Bernardo, 
Calif.,  who  had  diabetes  based  on  medical  history  or 
fasting  hyperglycemia. 

They  were  compared  with  2, 137  adults  who  had  fasting 
euglycemia  (normal  level  of  glucose  in  the  blood)  and  no 
personal  or  family  history  of  diabetes.  “The  sex  diffe- 
rence in  the  independent  contribution  of  diabetes  to  fatal 
heart  disease  was  largely  explained  by  the  persistently 
more  favorable  survival  rate  of  women  (than  men) 
without  diabetes,”  they  write. 

In  1983,  the  researchers  examined  the  association  in  a 
seven-year  study  of  the  Rancho  Bernardo  population  and 
found  that  diabetes  was  a significant  independent  pre- 
dictor of  ischemic  heart  disease  death  in  both  men  and 
women,  with  a larger  contribution  in  the  latter.  “We  now 
extend  these  observations  to  14  years  of  follow-up,  which 
permits  and  analysis  of  the  relative  hazards  over  time,” 
they  write. 

“The  Rancho  Bernardo  data  suggest  that  diabetes  has 
a specific  and  serious  impact  on  women  that  overrides 
their  natural  advantages,  and  that  is  not  entirely,  or  even 
largely,  mediated  by  many  other  conventional  heart 
disease  risk  factors,”  they  write. 

Previous  studies  have  not  determined  whether  the  sex 
difference  in  heart  disease  risk  was  due  to  the  relatively 
low  risk  of  heart  disease  in  women  in  the  absence  of 
diabetes,  or  to  a peculiarly  noxious  effect  of  diabetes  in 
women.  “The  present  analysis,  using  methods  that 
permit  examination  of  risk  factors  over  time,  clearly 
shows  that  diabetes  carries  a greater  relative  hazard  in 
women  than  in  men  over  time,”  they  conclude. 

STUDY  SHOWS  LOVASTATIN  EFFECTIVE 
AGAINST  MODERATELY  HIGH  CHOLESTEROL 

Chicago — The  drug  lovastatin  is  an  effective  choles- 
terol fighter,  according  to  a study  published  in  January’s 
Archives  of  Internal  Medicine. 

“We  conclude  that  lovastatin,  when  added  after  an 
adequate  trial  of  a prudent  diet,  is  a highly  effective  and 
generally  well-tolerated  drug  for  the  treatment  of  patients 
with  moderate  hypercholesterolemia,”  writes  Reagan  H. 
Bradford,  MD,  PhD,  of  the  Lipid  Research  Clinic, 
Oklahoma  Medical  Research  Foundation,  Oklahoma 
City,  Okla.,  with  colleagues. 

The  Expanded  Clinical  Evaluation  of  Lovastatin 
(EXCEL)  study  was  a multicenter,  double-blind,  diet- 
and  placebo-controlled  trial  involving  8,245  patients  with 
moderate  hypercholesterolemia.  Patients  on  the  drug 
received  if  for  48  weeks. 

“[LJovastatin  produced  substantial,  dose-related 
reductions  in  LDL-  (Low  density  lipoprotein)  choles- 
terol, total  cholesterol,  and  triglycerides  levels  as  well  as 
noteworthy  dose-related  increases  in  HDL-  (high  density 
lipoprotein)  cholesterol,”  they  write. 

For  lovastatin  doses  ranging  from  20  to  80  milligrams 
per  day,  they  study  found  LDL-cholesterol  levels 
dropped  24  to  40  percent,  HDL-cholesterol  levels 
increased  6.6  to  9.5  percent,  total  cholesterol  dropped  17 
to  29  percent  and  tryglyceride  levels  decreased  10  to  19 
percent. 

The  authors  add  that,  “The  incidence  of  adverse  events 
of  potential  clinical  importance  was  very  low.” 
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MEMORIAS 

1902-1989 

¡Ya  están  disponibles  las  memorias  de  la  AMPR!  Si  quieres 
conocer  el  desarrollo  histórico  de  tu  Asociación,  solicítalas 
en  las  oficinas  de  la  Asociación  enviando  la  solicitud  que 
aparece  en  esta  edición. 

En  las  páginas  de  estas  MEMORIAS  se  ha  querido  brindar 
un  resumen  de  actividades,  luchas  y propósitos  de  la  AMPR 
lo  cual  constituye  su  historia  como  baluarte  en  la  defensa 
de  un  mejor  servicio  de  salud  para  Puerto  Rico. 

La  realización  de  un  libro  como  éste  conlleva  una  inversión 
considerable,  por  tal  motivo  se  agradecerá  nos  ayude  con 
un  donativo  de  $10.00  para  de  esta  forma  costear  los  gastos 
de  impresión  de  números  adicionales.  ¡Gracias! 

Para  mayor  información  comuniqúese  con  Iris  o Griselle  al 
721-6969  o escriba  al  apartado  9387,  Santurce,  Puerto  Rico 
00908 

Nombre 

Dirección  Postal 


Teléfono 


Adjunto  donativo  de  $10.00 
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Columna  del  Editor^ 


Este  volumen  recoge  artículos  de  interés  general  para 
la  clase  médica  del  país. 

El  Dr.  Rigau  Pérez  nos  lleva  los  comienzos  del  siglo 
XIX  reviviendo  la  Real  Cédula  de  Carlos  IV  autori- 
zando la  cesárea  postmortem  en  1 804  y su  práctica  poste- 
rior en  P.R.,  documentando  casos  de  la  época  en  San 
Juan  y Cayey. 

El  Dr.  Izquierdo  nos  presenta  un  interesante  estudio 
clínico  realizado  en  la  Clínica  de  Lentes  de  Contacto  de 
Centro  Médico  de  P.R.,  estudiando  la  prevalencia  de 
flora  microbiológicas  en  los  diversos  tipos  de  lentes. 

El  Dr.  Jonhson  nos  trae  una  vez  más  un  artículo  de 
interés  clínico  con  sus  experiencias  de  dislocación  del 
electrodo  atrial  induciendo  estimulación  ventricular. 
Incluye  ejemplos  claros  del  mismo,  que,  aunque  raros, 
ponen  en  sobreaviso  al  clínico  sobre  la  condición. 

De  interés  general  es  el  artículo  de  repaso  del  joven 
Carlos  R.  Ramírez  Ramírez,  estudiante  del  Departa- 
mento de  Biología  de  la  Facultad  de  Ciencias  Naturales 
de  la  Universidad  de  P.R.  y del  Dr.  Carlos  Ramírez 
Ronda  de  la  Escuela  de  Medicina  y del  Hospital  de  Vete- 
ranos de  P.R.  sobre  la  biología  y características  funda- 
mentales del  virus  del  SIDA. 

La  Dra.  Leila  Tormes  y el  Dr.  José  Ramírez  Rivera  nos 
presentan  la  trayectoria  de  los  1 77  participantes  del  nobel 
programa  de  Quinta  Trayectoria  que  fuera  ensayado  en 
P.R.  entre  1973  y 1987,  demostrando  las  virtudes  y los 
logros  de  dicho  programa  en  el  país. 

Los  doctores  Eduardo  Santiago  Delpín,  del  Recinto  de 
Ciencias  Médicas  de  la  Universidad  de  P.R.,  y Ward 
Griffin,  director  ejecutivo  del  American  Board  of 
Surgery,  nos  presentan  una  panorámica  história  de  la 
Conferencia  Anual  Rafucci  y una  visión  filosófica  de  la 
educación  quirúrgica  en  Norteamérica,  respectivamente. 

Las  secciones  de  resúmenes  del  American  College  of 
Physicians  de  P.R.,  Noticias  de  la  AMA,  y Aspectos 
Médicos  de  la  Nutrición  nos  traen  información  de  interés. 

En  esta  edición  comenzamos  una  nueva  sección  de 
Cápsulas  Médicas  con  su  referencia  en  la  literatura,  la 
cual  esperamos  sea  del  interés.  Les  invitamos  a que 
sometan  cápsulas  con  referencias  que  consideren  deban 
divulgarse  a nuestros  lectores,  a la  vez  que  nos  sometan 
sus  artículos  e ideas  para  lograr  que  nuestra  revista  se 
constituya  en  la  revista  científico-médica  representativa 
en  lengua  castellana. 


Adolfo  Pérez-Comas,  MD,  PhD. 
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¿Muestra  Portada 

“La  Rogativa”,  serigrafia  del  artista  puertorriqueño  Juan  Cuevas,  es 
una  representación  de  la  magnífica  escultura  del  mismo  nombre  locali- 
zada junto  a la  Puerta  de  San  Juan,  en  el  Viejo  San  Juan. 

La  Asociación  Médica  de  Puerto  Rico  está  auspiciando  la  venta  de 
esta  serigrafia,  una  tirada  limitada  que  consta  de  200  ejemplares,  cada 
uno  numerado  y firmado  por  el  artista.  Esta  pieza  para  coleccionistas 
ha  sido  escogida  por  su  gran  belleza  y por  la  magnífica  inversión  que 
representa,  tomando  en  cuenta  el  auge  del  artista  y las  expectativas  de 
aumento  en  el  valor  de  sus  obras. 

“La  Rogativa”  de  Juan  Cuevas  es  la  primera  de  una  serie  de  preciosas 
serigrafias  que  la  Asociación  Médica  auspiciará  este  año.  Para  informa- 
ción adicional,  por  favor  vea  anuncio  en  este  Boletín. 
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La  Asociación  Médica  de  Puerto  Rico 
está  auspiciando  la  venta  de  una 
bella  serigrafía  del  artista  puerto- 
rriqueño Juan  Cuevas.  Esta  serigra- 
fía,  titulada  “La  Rogativa”,  es  una 
representación  de  la  magnífica 
escultura  del  mismo  nombre  localizada  junto  a 
la  Puerta  de  San  Juan,  en  El  Viejo  San  Juan, 

La  tirada  limitada  de  esta  serigrafía  consta 
de  200  ejemplares,  cada  uno  numerado  y 
firmado  por  el  artista.  El  precio  de  venta  es 
doscientos  dólares  ($200)  por  número,  sin 
enmarcar.  La  venta  exclusiva  de  esta  pieza  está 
a cargo  del  señor  Angel  Oliveras. 

Como  un  servicio  adicional  puede  ordenar 
su  serigrafía  por  teléfono,  llamando  a la  señora 
Vivian  Bernabé  en  la  A.M.P.R.  al  721-6969.  Al 
ordenar  por  teléfono  puede  cargar  su  compra  a 
su  tarjeta  de  crédito  VISA  o MASTER  CARD.  O,  si 
lo  prefiere,  puede  ordenar  utilizando  el  cupón 
que  aparece  abajo. 

Juan  Cuevas,  natural  de  Adjuntas,  reside  en 
el  Area  Metropolitana.  Es  graduado  del 
programa  de  Arte  de  la  Universidad  de  Puerto 
Rico,  y ha  estudiado  con  Lorenzo  Homar,  Rafael 
Tufiño,  Carlos  Raquel  Rivera  y otros  afamados 
artistas. 

Su  obra  ha  sido  expuesta  en  diversas 
ocasiones  en  Puerto  Rico,  en  el  Colegio  de 
Abogados,  en  el  Centro  de  Bellas  Artes  y en  la 
Casa  del  Rey  en  Dorado  y en  los  Estados  Unidos 
donde  en  la  actualidad  expone  en  la  galería 
Venable  and  Neslage  en  Washinton,  D.C. 
Además,  cuenta  con  la  distinción  de  estar 
inscrito  en  el  prestigioso  Instituto  Nacional  del 
Arte  en  Washington.  D.C.  Aunque  su  preferencia 
es  por  el  óleo  y la  acuarela,  se  distingue  por  su 
dominio  de  la  serigrafía.  Expone,  principalmen- 
te, como  paisajista. 

Esta  pieza  para  coleccionistas  ha  sido 
escogida  por  su  gran  belleza  y por  la  magnífica 
inversión  que  representa,  tomando  en 
consideración  el  auge  del  artista  y las 
expectativas  de  aumento  en  el  valor  de  sus 
obras. 


CUPON  DE  ORDENAR 


ASOCIACION  MEDICA  DE  PUERTO  RICO 

SERIGRAFIA  “LA  ROGATIVA  " DE  JUAN  CUEVAS 

SI,  deseo  adquirir  la  serigrafía  "La  Rogativa”  de  Juan  Cuevas,  auspiciada  por  la  Asocia 
Médica  de  Puerto  Rico. 

Deseo ejemplares  ($200  por  ejemplar,  sin  enmarcar) 

Total  ordenado $ 

( ) Incluyo  cheque  por  el  total  de  mi  orden.  Favor  de  entregara  la  dirección  indicada  at 
(Haga  su  cheque  pagadero  a Asociación  Médica  de  Puerto  Rico). 

( ) Deseo  cargarla  a mi  tarjeta  de  crédito. 

( ) Pagaré  al  entregar  en  la  dirección  indicada  abajo. 


“La  Rogativa”  de  Juan  Cuevas  es  ia  primera 
de  una  serie  de  preciosas  serigrafías  que  la 
Asociación  Médica  auspiciará  este  año. 
Recuerde  que  al  Intervenir  en  la  compra  de  esta 
bella  serigrafía  estará  cooperando  con  su 
Asociación  Médica.  Para  información  adicional, 
tenga  la  amabilidad  de  llamar  a la  A.M.P.R.  al 
721-6969  durante  días  y horas  laborables. 


( ) Deseo  información  adicional.  Favor  de  enviar  al  vendedor. 

Nombre:  

Dirección:  


00 


Teléfono: - 

Tarjeta  de  Crédito:  ( ) VISA  ( ) MASTER  CARD 

NUMERO  DE  TARJETA: 

FECHA  DE  EXPIRACION:  

FIRMA  AUTORIZADA:  

Envíe  a:  Asociación  Médica  de  Puerto  Rico 

Apartado  9387,  Santurce,  Puerto  Rico  00908 


COMMITTED  TO  EXCELLENCE 


Roche 

Laboratories 
presents  the 
winners  of 
the  1990 


\ TrocheT  7 

i Viii/  > 

C PRESIDEPÍT  S ^ 

\ ACHIEVEMENT/ 
xAWAR^ 

Please  join  us  in  honoring  these  out- 
standing Roche  sales  representatives 
who  have  distinguished  themselves  by 
a truly  exceptional  level  of  professional- 
ism, performance  and  dedication  to 
quality  health  care. 

Throughout  the  year,  each  of 
these  award-winning  individuals  has 
consistently  exemplified  the  Roche 
Commitment  to  Excellence,  and  we're 
proud  to  invite  you  to  share  in  congrat- 
ulating them  on  their  achievement. 


Edgardo  R.  Rivera 


Turn  the  page  to  see  one  of  the  many  ways  your  award-winning  Roche  representative  can  assist  you  and  your  patients. 


COMMITTED  TO  TOTAL  HEALTH  CARE 


Roche 

Laboratories 
presents  the 
resource  library 
for  patient 
information 


You,  your  nicdk>«i  probi^ 
and  ytMxr  wHb 


You,  your  rocdiral  problem 
and  your  trealmrnt  with 
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EFUDEX 


ROCHE 

ME 

MEDICATION 

EDUCATION 


Your  Roche  representative  offers  you 
access  - without  expense  or  obligation  - 
to  a comprehensive  library  of  patient 
information  booklets  designed  to  sup- 
plement rather  than  supplant  your  rap- 
port with  your  patients. 

Each  booklet  helps  you  provide... 

• Reinforcement  of  your  instructions 

• Enhancement  of  compliance 

• Satisfaction  with  office  visits 

Your  Roche  representative  will  be  hap- 
py to  provide  a complete  catalog  of 
available  booklets  and  complimentary 
supplies  of  those  that  are  applicable  to 
your  practice. 
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You.  your  modical  problem 
and  your  treatment  with 


You,  your  medien)  problem 
and  your  treutmeut  %itb 


You.  your  medical  problem 
and  your  treatment  with 


of  rhiorduneptixxl^  uid 


You.  your  medical  problem 
and  your  treatment  with 


You,  your  medica)  problem 
and  your  treatment  with 
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iAaalivio! 


Peplo-Bi 


Usted,  como  médico,  comparte 
con  nosotros  lo  tradición  de 
dar  alivio. 

Coincidimos  en  que  la  salud  de 
Puerto  Rico  es  lo  primero.  Por  eso, 
de  igual  manera  que  usted  se 
mantiene  al  tanto  de  adelantos 
técnicos  en  su  profesión,  en 
Richardson  Vicks  seguimos 
creciendo  y desarrollando  nuevas 
fórmulas.  Porque  a través  de  una 
línea  de  productos  más  completa 
podemos  dar  alivio  más  eficaz. 
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V CURSO  DE  PEDIATRIA 
ASHFORD  PRESBYTERIAN  COMMUNITY 

HOSPITAL 

Magníficamente  organizado  por  el  Dr.  Simón  Plovanetti, 
director  de  educación  médica,  el  Dr.  Rafael  Javariz,  director  del 
departamento  de  Pediatría  g demás  miembros  del  comité 
organizador,  este  curso  de  temas  variados  g de  actualización 
permite  al  pediatra,  al  médico  primarlo  g otros  médicos 
Interesados  recibir  los  últimos  adelantos  en  los  temas  tratados. 

El  mismo  tendrá  lugar  cada  miércoles  del  8 de  marzo  al  28  de 
mayo  de  1991  de  8:00  a 10:  P.M.,  contando  con  una  acreditación 
de  26  horas  crédito  en  categoría  de  Educación  Médica 
Continuada.  La  participación  está  abierta  a los  médicos 
Interesados. 

Los  temas  a tratarse  Incluyen  : 


Fecha 

Conferencias 

Conferenclante(s) 

6 de  marzo 

Niños  Maltratados  - Implicaciones 
Médicoleyales 

Ledo.  José  Aponte  Pérez 
Dra.  Lucy  López  Roig 
Prof.  Celeste  Benitez 

1 3 de  marzo 

Sindromatoloyfa  e Identificación  de 
Anomalías  Conyénitas  en  el  Rol  del 
Pediatra 

Dr.  Adolfo  Pérez-Comas 

20  de  marzo 

Cirugía  Plástica  en  Anomalías  Con- 
génitas 

Dr.  Walter  Benavent 

27  de  marzo 

Somatización  y Conversión 

Dra.  Angela  Muro 

3 de  abril 

Hematuria  y Proteinuria  en  Niños 
e Infantes 

Dra.  Julie  López 

10  de  abril 

Displasia  Broncopulmonar 

Dr.  Alvaro  Santaella 

1 7 de  abril 

Enteropatía  Alérgica  en  Niños 

Dr.  José  Ramón  Alvarez 
Dr.  David  Fernández 

24  de  abril 

Odontología  Pediátrica  , Diagnóstico, 
Profilaxia  y Tratamiento 

Dr.  Manuel  González 

1 de  mayo 

Costos  de  Salud  y Problemática 
Médico- Legal 

Dr.  Eduardo  Vachier 

Dr.  Héctor  Candelas 

Dr.  Miguel  Mercado 

8 de  mayo 

Obesidad  y Delgadez 

Dra.  Carmen  A.  Saénz 

1 5 de  mayo 

Medicina  Deportiva 

Dr.  Dvight  Santiago 

22  de  mayo 

Dermatosis  del  Recien  Nacido 

Dr.  Pablo  Almodovar 

29  de  mayo 

Indicaciones  Radiológicas,  Sonográ- 
ficas  y Tomográficas 

Dr.  Roberto  Marchán 

Dr.  Heriberto  Pagán 

A BRIGHT  IDEA 
TO  START  WITH... 


Historia  de  la  Medicina 


Cesáreas  Post-Mortem  en  Puerto  Rico, 
1805-1807 

José  G.  Rigau-Pérez,  MD,  MPH  Marta  Villaizán 


Resumen:  La  idea  de  salvar  una  criatura  medíante  la 

sección  del  vientre  de  la  madre  recién  muerta  se  puso  en 
práctica  por  primera  vez  en  épocas  remotísimas,  y la  Iglesia 
Católica  sancionó  su  uso  para  no  privar  esa  alma  del 
bautizo.  La  práctica  recibió  estímulo  ofícíal  en  Madrid  en 
1804,  con  una  Real  Cédula  de  Carlos  IV  a los  oficíales 
civiles  y eclesiásticos  de  Indias  y Filipinas.  El  uso  de  esta 
operación,  con  anterioridad  a la  cédula,  está  documentado 
para  España,  México,  Venezuela  y Perú.  En  Puerto  Rico 
parece  haber  sido  este  documento  el  que  dio  motivo  a la 
práctica  de  la  cesárea  post-mortem.  En  una  revisión  de  los 
libros  de  defunciones  de  la  Iglesia  Catedral  de  San  Juan,  de 
1797  a 1814,  hay  mención  de  sólo  uno  de  estos  casos  (enero 
de  1807),  pero  el  libro  de  defunciones  de  Cayey,  de  1801  a 
1812,  apunta  tres  casos  (1805-6).  Aquí  transcribimos  (con 
ortografía  moderna)  la  cédula  y los  certificados  de 
inhumación,  y luego  comentamos  su  significado. 

La  idea  de  salvar  una  criatura  mediante  la  sección  del 
vientre  de  la  madre  recién  muerta  se  puso  en  práctica 
por  primera  vez  en  épocas  remotísimas,  y todavía  ocasio- 
nalmente se  aplica  en  nuestros  días.'’  ^ La  literatura  y 
la  historia  clásica  hacen  referencia  a la  operación  cesárea. 
Esta  quizás  lleva  ese  nombre  por  una  rama  de  la  antigua 
familia  romana  de  los  lulii,  cuyo  cognomen  “Caesar”  (del 
verbo  caedere,  cortar)  se  originó,  según  Plinio  y otros 
escritores,  de  un  nacimiento  por  este  medio,  pero  otros 
desarrollos  posteriores,  legales  y lingüísticos,  pueden 
haber  dado  origen  al  vocablo.** 

Antes  del  descubrimiento  de  la  anestesia  y la  asepsia,  la 
cesárea  se  llevaba  a cabo  primordialmente  para  salvar  la 
vida  a la  criatura.  Hay  noticia  de  algunas  intervenciones 
excepcionales  en  que  también  se  salvó  a la  madre  en 
Europa  y Africa.'»  ^ Además  hubo  consideraciones  reli- 
giosas para  efectuar  cesáreas  aún  en  ocasiones  en  que  la 
supervivencia  de  la  criatura  pareciera  poco  probable.  En 
el  Concilio  de  Colonia  (1280)  la  Iglesia  católica  declaró 


Division  of  Prevention  Research.  National  Institute  of  Child  Health  and 
Human  Development.  Executive  Plaza  North  640.  National  Institutes  of 
Health.  Bethesda.  MD  20892 

Subdirectora.  Archivo  Histórico  Diocesano  de  la  Archidiócesis  de  San 
Juan.  Apartado  1967.  San  Juan.  Puerto  Rico  00903 


que  era  altamente  reprensible  dejar  morir,  en  el  seno  de  la 
madre,  fetos  que  podrían  recibir  la  gracia  del  bautismo.^ 
La  cesárea  post-mortem  se  encuentra  mencionada  tanto  en 
obras  de  cirugía  como  de  religión  en  los  siglos  16,  17  y 18. 
En  el  siglo  dieciocho  varias  obras  de  teología  católica  vol- 
vieron a hacer  énfasis  en  esa  doctrina.'  La  idea  recibió 
respaldo  oficial  en  las  cortes  de  Nápoles  (1749)  y Viena 
(1757)  en  pocos  años^  y en  Madrid  en  1804,  con  una  Real 
Cédula  de  Carlos  IV  a los  oficiales  civiles  y eclesiásticos  de 
Indias  y Filipinas.  El  uso  de  esta  operación,  con  anteriori- 
dad a la  cédula,  está  documentado  para  España,  México, 
Venezuela  y Perú.'»  ^ Sin  embargo,  en  Puerto  Rico 
parece  haber  sido  este  documento,  hasta  ahora  no  comen- 
tado, el  que  dio  motivo  a la  práctica  de  la  cesárea  post- 
mortem.^ La  Real  Cédula  fue  proclamada  por  el  obispo 
Arizmendi  a los  párrocos  de  Puerto  Rico,  en  enero  de 
1805.  En  una  revisión  de  los  libros  de  defunciones  de  la 
Iglesia  Catedral  de  San  Juan,  de  1797  a 1814,  hay  mención 
de  sólo  uno.  de  estos  casos  (enero  de  1 807),  pero  el  libro  de 
defunciones  de  Cayey,  de  1801  a 1812,  apunta  tres  casos 
(1805-6).  En  comparación,  en  los  libros  de  la  parroquia  de 
Cabo  Rojo  no  se  menciona  ningún  caso  así,  en  1805  y 1806 
(según  información  generosamente  provista  por  la 
Dra.  Ursula  Acosta).  A continuación  transcribimos  (con 
ortografía  moderna)  la  Cédula  y los  certificados  de 
inhumación,  y luego  comentamos  su  significado. 

ORDEN  REAL.  CIRCULAR  de  8 de  enero  de  1805, 
acerca  de  la  operación  cesárea 

Nos,  doctor  don  Juan  Alexo  de  Arizmendi,  por  la 
gracia  de  Dios  y de  la  Santa  Sede  Apostólica,  obispo  de 
Puerto  Rico,  del  Consejo  de  Su  Majestad  etc. 

Padres  Curas,  o su  lugartenientes  de  los  partidos  expre- 
sados al  margen,  sabed:  Que  nuestro  benigno,  augusto,  y 
religioso  soberano,  siempre  atento  a solicitar  el  bien  espiri- 
tual y temporal  de  sus  amados  vasallos,  por  más  distantes 
que,  como  nosotros,  se  hallen  de  la  fuente  de  sus  piedades, 
no  pudiendo  mirar  con  indiferencia  los  graves  males  que 
se  originan  a la  religión  y al  estado,  por  defecto  de  la 
célebre  operación  cesárea  que,  o no  se  ejecuta  en  muchas 
partes  por  negligencia  o descuido  de  los  que  debieran 
hacerla  a todo  trance,  o si  se  practica  suele  ser  las  más 
veces  sin  los  conocimientos  necesarios,  de  que  resultan 
otros  males  no  menos  graves  y perniciosos  que  los  que  con 
ella  debían  evitarse,  ha  mandado  expedir  la  Real  Cédula 
del  tenor  siguiente: 
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=E1  Rey= 

Por  parte  de  don  Juan  Ignacio  Gutiérrez,  Canónigo  de 
la  Iglesia  Metropolitana  de  Santa  Fé  [Bogotá],  se  hicieron 
presentes  en  8 de  octubre  de  1802  los  muchos  males  que  en 
lo  espiritual  y temporal  se  seguían  de  no  practicar  la  opera- 
ción cesárea  con  la  debida  instrucción,  y que  para 
evitarlos  hizo  imprimir  a su  costa  el  método  que  para  tal 
operación  trae  el  monje  cisterciense  don  Alfonso  (sic- 
Antonio)  José  Rodríguez  en  el  tomo  cuarto  de  su  Aspecto 
de  teología  médico  moral,  de  cuyo  método  remitió  un 
ejemplar  pidiendo  se  formase  una  breve  y clara  instruc- 
ción para  ejecutar  dicha  operación,  encargando  su  obser- 
vacia  muy  estrechamente  a las  Justicias  y Párrocos  de  los 
pueblos.  Y habiéndose  visto  en  mi  Consejo  de  las  Indias 
con  lo  que  dijo  mi  Fiscal,  y consultándome  sobre  ello  en 
23  de  diciembre  del  propio  año  1802,  tuve  a bien  mandar 
que  el  Colegio  de  Cirugía  de  San  Carlos  formase  la 
Instrucción  que,  aprobada  por  el  Proto-Cirujanato, 
acompaña  a ésta  mi  Real  Cédula,  y es  mi  voluntad  se 
observe  con  las  precauciones  siguientes.  Primera,  que  los 
pueblos  donde  hubiere  facultativos,  el  que  asista  a cual- 
quiera enferma  embarazada,  luego  que  fallezca,  dé  aviso 
al  cura  párroco,  y por  sí  siendo  cirujano,  y cuando  no,  por 
el  que  hubiere  en  el  pueblo,  disponga  se  proceda  a la 
operación  cesárea,  después  de  cerciorado  del  verdadero 
fallecimiento  de  la  embarazada,  por  los  medios  y bajo  las 
reglas  de  la  referida  Instrucción,  que  deberá  tenerse  a la 
vista  para  su  puntual  observancia.  Segunda,  que  así  el 
párroco  como  el  facultativo  que  se  llamare  para  aquel  fin 
deban  en  cualquier  hora  del  día  o de  la  noche  que  se  les 
llame  pasar  inmediatamente  a la  casa  de  la  difunta  sin 
poder  excusarse  a ello,  ni  al  cumplimiento  de  su  respectivo 
cargo,  bajo  pretexto  alguno.  Tercera,  que  en  los  pueblos 
donde  no  hubiere  facultativo  el  Cura  párroco,  de  acuerdo 
con  la  Justicia,  nombren  en  sujeto  que  creyeren  de  mejor 
talento,  destreza,  e idoneidad  para  ejecutar  la  operación 
cesárea  con  preciso  y exacto  arreglo  a la  Instrucción  que  se 
tendrá  presente  en  el  acto,  y a cuya  perfecta  ejecución 
coadyuvará  en  caso  necesario  el  cura  con  sus  advertencias 
y conocimientos.  Cuarta  y última,  que  con  esta  mira  los 
Párrocos  y las  Justicias  conserven  en  su  poder  para  los 
casos  que  ocurran  la  orden  que  se  les  comunique  por  los 
prelados  eclesiásticos  y gobernadores,  pues  los  primeros 
no  han  de  consentir  se  dé  sepultura  a mujer  alguna,  de 
cualquier  clase  que  fuere,  que  haya  fallecido  embarazada, 
sin  que  les  conste  antes  que  con  ella  se  ha  practicado  la 
operación;  y los  segundos  deben  celar  y cuidar  de  que  todo 
lo  prevenido  se  ejecute  exactamente,  dando  cuenta  a los 
superiores  correspondientes  de  las  faltas  que  notaren  en 
materia  de  tanto  interés  a la  humanidad. 

Fn  su  consecuencia  mando  a los  Virreyes,  Audiencias  y 
Gobernadores,  ruego  y encargo  a los  Muy  Reverendos 
Arzobispos  y Reverendos  Obispos  de  mis  dominios  de 
Indias  e Islas  Filipinas  comuniquen  la  referida  adjunta 
Instrucción  respectivamente  a las  Justicias  de  su  distrito  y 
a los  Curas  de  sus  diócesis,  encargándoles  estrechamente 
su  cumplimiento,  y contribuyendo  todos  a que  logre  su 
importante  efecto  ésta  mi  benéfica  y soberana  determina- 
ción. 

Dada  en  Aranjuez,  a 13  de  abril  de  1804,  Yo  el  Rey. 

Por  mandato  del  Rey,  nuestro  señor.  Antonio 
Porcel  = Tres  rúbricas=  Para  que  en  los  Dominios  de 


Indias  e Islas  Filipinas  se  ejecute  la  operación  cesárea,  en 
la  forma  que  previene  la  Instrucción  que  se  acompaña. 

= Y la  Instrucción  citada  es  como  sigue  = 

= Modo  de  hacer  la  operación  cesárea  después  de 
muerta  la  madre  = 

No  es  fácil  que  los  destituidos  de  conocimientos  anató- 
micos hagan  debidamente  la  operación  cesárea  después  de 
muerta  la  madre,  porque  se  necesita  la  misma  instrucción 
que  para  ejecutarla  en  la  mujer  viva,  supuesto  que  algunas 
aparentemente  muertas  han  sido  víctimas  de  la  ignorancia 
de  los  que  han  ejecutado  la  operación;  sin  embargo,  como 
la  vida  espiritual  y temporal  de  las  criaturas  es  un  objecto 
de  la  mayor  importancia,  y los  cirujanos  hábiles  no  se 
pueden  hallar  en  todos  los  casos  que  piden  dicho  socorro, 
parece  justo  que  con  la  claridad  posible  se  escriba  el  modo 
como  se  ha  de  ejecutar,  para  que  sea  inteligible  a todos, 
aunque  no  sean  facultativos;  para  lo  cual  debe  tenerse 
presente  lo  que  sigue: 

1.  Antes  de  abrir  el  vientre  se  examinará  si  aún  vive  la 
madre,  que  parece  muerta,  a cuyo  fin  se  le  aplicará  álcali 
volátil  [amoníaco]  en  la  boca,  narices  y ojos,  se  introdu- 
cirá un  alfiler  entre  uñas  y carne  de  cualquier  dedo,  o se  le 
estimulará  por  otros  medios  sabidos;  pero  si  practicadas 
estas  diligencias  no  diese  muestra  alguna  de  vitalidad,  se 
pasará  inmediatamente  a la  operación. 

2.  Si  la  criatura  se  presentare  por  la  vía  natural  [i.e. 
espontáneamente,  con  presentación  cefálica],  debe  ser 
extraída  por  la  misma,  observando  las  reglas  del  arte,  que 
no  se  pueden  explicar  de  modo  que  las  entiendan  todos, 
ni  esta  corta  instrucción  lo  permite. 

3.  Aunque  se  ha  prevenido  que  la  operación  debe 
ejecutarse  cuanto  antes,  no  por  esto  se  dejará  de  hacer 
aunque  hayan  pasado  muchas  horas. 

4.  También  se  hará  aunque  el  embarazo  sea  de  muy 
corto  tiempo,  y se  bautizará  la  criatura  de  modo  que  el 
agua  la  toque  inmediatamente.  La  operación  en  este  caso 
pide  más  conocimientos  que  los  que  puede  tener  quien  no 
sea  cirujano;  y por  tanto  no  explicamos  varias  circunstan- 
cias que  deben  tenerse  presentes,  como  sondar  a la 
madre,  abrir  el  vientre  entre  los  músculos  piramidales, 
abrir  el  envoltorio  de  la  criatura  con  cuidado  etc. 

Teniendo  lo  expuesto  presente,  y suponiendo  que  la 
embarazada  es  de  meses  mayores,  y que  la  matriz  está 
situada  en  medio  del  vientre,  y sube  hasta  cerca  del  pecho, 
que  es  lo  más  regular,  debe  practicarse  la  operación  en 
esta  forma: 

Operación 

Un  bisturí  cortante  por  la  convexidad,  y otro  que 
termine  en  botón,  y en  su  defecto  una  navaja  o corta- 
plumas son  los  únicos  instrumentos  que  necesitan. 
Colocado  el  cadáver  en  la  cama,  o donde  se  halle,  un  poco 
ladeado,  sin  descubrir  más  de  lo  necesario,  se  comprimirá 
moderadamente  el  vientre,  y se  hará  una  saja  de  poco 
menos  de  seis  pulgadas,  que  equivalen  a cerca  de  media 
tercia  de  vara  castellana  [vara  = 83.59  cm].  Fsta  aber- 
tura debe  comprender  la  piel,  músculos  y peritoneo, 
partes  que  están  unidas  entre  sí,  de  modo  que  no  es  fácil 
separar;  divididas  que  sean  ya,  queda  abierta  la  cavidad 
del  vientre.  Para  ejecutarlo  sin  herir  las  entrañas,  como 
intestinos,  estómago,  etc.,  se  hará  primeramente  una 
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abertura  pequeña,  y se  introducirán  por  ella  dos  dedos, 
que  conducirán  con  cuidado  el  bisturí  con  botón,  o navaja, 
hasta  prologar  la  abertura  a la  longitud  de  cerca  de  media 
tercia,  como  se  ha  dicho. 

La  saja  se  hará  al  lado  donde  el  vientre  esté  más  abul- 
tado, o donde  mejor  se  presente  la  criatura:  debe  ser 
transversal  a dos  dedos  del  borde  de  las  costillas  más 
bajas,  y a cuatro  dedos  del  ombligo,  de  modo  que  el  corte 
ha  de  ser  dirigido  de  adelante  hacia  el  espinazo.  Practi- 
cada esta  abertura  se  hará  otra  igual,  y con  las  mismas 
precauciones  que  la  antecedente,  en  la  matriz,  que  es  una 
gran  bolsa  como  carnosa,  en  donde  está  contenida  la  cria- 
tura. Luego  se  abrirán  con  igual  cuidado  las  membranas 
secundinas,  que  son  como  una  tela  también  a manera  de 
bolsa,  metida  dentro  de  la  matriz,  las  cuales  envuelven 
inmediatamente  la  criatura.  Y descubierta  que  sea,  y 
embebida  la  sangre  por  medio  de  una  esponja  fina,  o de 
paños,  se  procederá  del  modo  siguiente; 

=Si  la  criatura  no  diese  muestras  de  vida,  no  se 
extraerá  antes  que  se  bautice  bajo  condición. 

=Si  está  viva  y robusta  al  parecer,  se  extraerá 
cogiéndola  por  los  pies,  o del  modo  que  cueste 
menos  trabajo,  y luego  se  bautizará  echándole  el 
Agua  de  Socorro  en  la  cabeza. 

Después  de  sacada  se  atará  el  cordón  a uno  o dos  dedos 
del  ombligo,  y se  cortará  a otros  dos  de  la  ligadura;  luego 
se  extraerán  las  paries,  tirando  ligeramente  del  cordón,  y 
si  estuvieren  adheridas  a la  matriz,  se  despegarán  con 
muchísimo  cuidado  desprendiéndolas  ligeramente  con 
los  dedos  cortadas  las  uñas,  o mejor  con  el  borde  de  la 
mano. 

Es  expuesto  hacer  costura  alguna  al  vientre  de  la 
madre;  solamente  se  pondrán  en  contacto  los  bordes  de 
las  heridas,  y se  aplicará  una  toalla  moderadamente 
ajustada,  que  venga  de  atrás  asi  [hacia]  adelante. 

Nota:  En  el  caso  de  un  mal  parto  deberá  abrirse  el 
zurrón  [amnión]  con  mucho  cuidado;  y presentándose  la 
criatura,  aunque  fuese  como  un  grano  de  cebada,  si  tiene 
movimiento  se  bautizará;  y si  no  tiene,  también  se  hará 
bajo  condición. 

Otra.  Puede  haber  hernia  o quebradura,  estar  el  útero 
muy  bajo,  la  placenta  o las  paries  estar  en  el  sitio  de  la 
incisión,  etc.  Estas  particularidades,  y otras  que  se 
omiten,  las  cuales  piden  cirujano  hábil  para  que  se 
proceda  con  acierto,  nos  obligan  a decir  que  toda  instruc- 
ción breve,  y que  sea  inteligible  por  los  que  carecen  de 
conocimientos  de  la  facultad,  será  siempre  defectuosa, 
como  lo  es  la  que  presentamos. 

Por  comisión  de  la  Junta  de  Catedráticos  del  Real 
Colegio  de  San  Carlos  hemos  trabajado  el  presente 
reglamento. 

Madrid,  25  de  octubre  de  1803 

Dr.  José  Ribes  = Dr.  Manuel  Bonafos 

Es  copia  de  su  original,  de  que  certifico.  Madrid  12  de 

noviembre  de  1803. 

De  acuerdo  de  la  Junta  Gubernativa  y Escolástica  de  este 
Colegio. 

Dr.  Sebastián  Aso  y Travieso,  Secretario  interino. 

Es  copia  de  su  original,  Madrid  13  de  abril  de 
1804  = [una  rúbrica] 

[Vuelve  a hablar  Arizmendi:] 


Por  tanto,  y deseando  Nos  corresponder  cuanto  es  de 
nuestra  parte  a los  piadosos  designios  de  nuestro 
Católico  monarca,  mandamos  a los  referidos  párrocos,  y 
sus  tenientes,  que  cada  uno  en  su  distrito  guarde,  cumpla 
y ejecute  puntualmente  lo  que  Su  Majestad  ordena  en 
dichas  Cédula  e Instrucción  insertas;  entendidos  de  que  la 
más  leve  transgresión  en  materia  de  tanta  gravedad  e 
importancia  será  motivo  suficiente  para  el  más  severo 
cargo.  A cuyo  fin,  y para  los  demás  que  puedan  convenir, 
mandamos  asimismo  que  en  el  Libro  de  órdenes  de  cada 
una  de  las  parroquias,  y aunque  sólo  sean  ayuda  de  tales, 
quede  una  copia  certificada  de  este  nuestro  edicto,  que  ha 
de  circular  por  la  ruta  de  su  margen,  poniendo  cada  uno  a 
continuación  el  día  y hora  en  que  lo  recibe,  igualmente 
que  el  en  que  se  despache,  tomando  siempre  recibo  del 
último  a quien  se  dirija,  para  en  el  caso  de  extravío,  como 
ya  ha  sucedido  con  otras  circulares  de  bastante  conside- 
ración, poder  requerir  por  la  falta  a quien  resulte 
culpado,  y saber  al  mismo  tiempo,  el  que  se  detiene  en 
cada  uno  de  los  partidos  por  donde  gire,  cuidando  el 
último  Padre  Cura  de  remitirlo  con  persona  segura  y 
conocida  a nuestra  Secretaría  de  Cámara. 

Dado  en  nuestro  Palacio  Episcopal  a 8 de  enero  de  1805 
Juan  Obispo  de  Puerto  Rico 

Por  mandado  de  Su  Señoría  Ilustrísima  el  obispo  mi 
señor,  Antonio  Sánchez,  secretario. 

Concuerda  con  su  original  a que  me  remito.  Toa  Baja,  15 

de  enero  de  1805 

José  Dolores  del  Toro.^ 

Inhumaciones  en  la  parroquia  de  Nuestra  Señora  de  la 
Asunción,  de  Cayey,  registradas  por  el  Cura  Rector,  Don 
Felipe  González. 

19  de  marzo  de  1805  — 

“Bibiana  Malabé,  casada  que  fue  con  Manuel  de 
Burgos,  no  recibió  los  Santos  Sacramentos  porque 
sin  embargo  de  haber  ido  yo  al  efecto,  acompañado 
del  médico  Don  Bernardo  Sánchez,  cuando 
llegamos  ya  era  cadáver.  A la  que  por  estar  embara- 
zada se  le  hizo  la  operación  cesárea  según  lo  preve- 
nido por  la  Real  Orden.  Bautizé  sub  conditione  a la 
prole,  por  dudar  de  sus  alientos  vitalicios,  a quien 
puse  por  nombre  María,  que  indicaba  tener  de 
engendro  cinco  meses;  habría  una  hora  de  expirada 
la  madre,  no  testó.  Su  edad  veinte  años.” 

24  de  noviembre  de  1805  — 

“Celedonia  Días  ...  casada  que  fue  con  Manuel 
Suarez;  la  que  recibió  los  Santos  Sacramentos  de 
penitencia  y extremaunción,  y no  el  sagrado  viático 
a causa  de  la  actitud  del  camino  peligroso.  A la  que  se  le 
practicó  la  incisión  cesárea  prevenida  por  Su 
Majestad  y fue  hecha  por  el  curioso  Don  Bernardo 
Sánchez,  a que  concurrió  la  Justicia  ordinaria  de  la 
Villa  de  Coamo  que  actualmente  se  hallaba  aquí. 
Ministré  a la  criatura  el  Santo  Sacramento  del 
bautismo  sub  conditione.  poniéndole  el  nombre  de 
María  porque  indicaba  ser  mujer.  Edad  de  la 
madre,  veinte  años,  poco  más  o menos.  No  testó 
por  no  haber  qué...” 

16  de  diciembre  de  1806  — 

“Paula  López,  casada  que  fue  con  Juan  Caraballo. 
Recibió  los  Santos  Sacramentos  de  penitencia  y 
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extremaunción,  habiéndose  efectuado  en  ella  la 
operación  cesárea  por  Don  Federico  Paret  ante  mí, 
y el  actual  teniente  a guerra  Don  Manuel  Collazo, 
que  al  efecto  asistimos  físicamente  dos  días  y una 
noche.  Del  vientre  de  la  cual  extrajo  el  cirujano 
enunciado  una  niña,  a quien  bauticé  y puse  por 
nombre  María,  de  seis  meses  poco  más  o menos  de 
engendrada,  cuyo  cuerpúsculo  en  el  mismo  lance  de 
la  operación  se  reconoció  vivo,  y de  igual  modo  di 
sepultura  eclesiástica.  Testó  la  contenida  Paula;... 
Su  edad,  treinta  años,  poco  más  o menos. 

Catedral  de  San,  Juan,  8 de  enero  de  1807 

“Doña  Juliana  Leulliot,  natural  de  Nantes  en  el 
Imperio  de  Francia...  casada  que  fue  en  primeras 
nupcias  con  Don  Francisco  Soulase,  y en  segundas 
con  Don  José  Cancel,  de  edad  de  treinta  y seis  años. 
Recibió  sub  conditione,  por  la  duda  de  si  estaba  o no 
viva,  el  sacramento  de  la  penitencia  y extremaun- 
ción, a causa  del  repentino  accidente  de  que 
murió...” 

“El  cuerpo  difunto  de  un  niño  póstumo,  a quien  sub 
conditione  había  bautizado  el  presbítero  D.  Domingo 
Cantero,  al  tiempo  de  la  extracción  del  útero  por  la 
operación  cesárea  en  el  cadáver  de  su  madre  Doña 
Juliana  Leulliot;  su  legítimo  padre,  Don  José 
Cancel,  de  que  yo  el  cura  teniente  de  esta  Santa  ' 
Iglesia  Catedral  doy  fé.  D.  Nicolás  Ruizy  Peña”" 

Estos  documentos  proveen  fascinantes  atisbos  al 
funcionamiento  administrativo,  médico  y social  del 
imperio  español  del  “antiguo  régimen”.  Evitamos  el 
análisis  textual  detallado,  para  señalar  que,  en  aparente 
contraste  con  la  medicina  de  hoy,  lo  más  sorprendente  de 
la  Circular  es  la  incertidumbre  de  los  autores  respecto  al 
diagnóstico  de  la  muerte.  La  Cédula  se  origina  en  un 
contexto  en  que  el  único  signo  confiable  de  muerte  es  la 
putrefacción,  por  lo  tanto  era  indispensable  probar  fuera 
de  duda  (aunque  fuera  por  los  métodos  más  crueles)  que 
la  madre  estaba  muerta,  antes  de  proceder  a una  cesárea 
que  la  hubiera  hecho  morir  crudelísimamente.  Y había 
que  darle  al  feto  el  beneficio  de  la  más  ligera  duda,  bauti- 
zándolo aunque  fuera  del  tamaño  de  “un  grano  de 
cebada”,  para  no  privarlo  de  la  vida  eterna.  El  contraste 
con  nuestra  medicina  es  sólo  aparente,  pues  hoy  día 
también,  aunque  a un  nivel  tecnológico  muy  diferente, 
hay  controversia  sobre  cuándo  se  puede  declarar  la 
muerte." 

Al  presente  la  cesárea  post  mortem  es  insólita,  pero 
para  los  contemporáneos  de  la  Circular  no  lo  era.  Según 
ha  encontrado  Demerson,  la  “Gaceta  de  Madrid”,  y el 
“Memorial  Literario”  publicaron  52  casos  de  estas  inter- 
venciones en  España,  entre  1777  y 1806.'  La  operación  se 
encontraba  mencionada  en  tarifas  de  precios  y textos  de 
cirugía,  así  que  la  idea  de  operar  un  cadáver  no  hubiera 
sorprendido  a los  médicos  o cirujanos  educados  de  la 
época.'’  El  motivo  de  la  Célula  no  era  la  ignorancia  de 
los  cirujanos,  que  sabían  cómo,  pero  no  hacían  la  opera- 
ción con  la  frecuencia  deseada  por  los  teólogos.  El  propó- 
sito de  la  Instrucción  fue  capacitar  a quien  estuviera 
disponible,  donde  no  había  cirujano,  o no  lo  había  dis- 
puesto a operar. 

Vemos  iluminadas,  por  estos  documentos,  las  acciones 
de  dos  personajes  de  la  época — uno  protagónico,  el  otro 


apenas  perceptible  entre  la  muchedumbre  ignota.  Cono- 
cemos a Arizmendi,  el  primer  obispo  puertorriqueño,  y 
su  retrato  por  José  Campeche,  en  un  cuadro  cuya  imagen 
de  fondo  es  un  bautizo. '■*  El  obispo  demostró  un  interés 
persistente  en  la  salud  infantil,  promoviendo  la  vacuna- 
ción y el  estudio  de  las  malformaciones  congénitas,  pero 
es  posible  que  la  imagen  aluda  a sus  esfuerzos  por  la  salud 
del  alma  del  recién  nacido,  con  el  bautizo  del  feto  resca- 
tado por  la  cesárea  post  mortem.'^  El  otro  personaje  que 
podemos  identificar  es  Bernardo  Sánchez,  el  operario  de 
dos  de  las  cesáreas  en  Cayey.  Sánchez  era  un  “curioso”  o 
practicante  de  medicina  y cirugía  (entrenado  en  el 
Hospital  Militar  de  San  Juan),  itinerante  por  el  área 
centro  y sureste  de  la  isla,  y fue  uno  de  los  primeros  vacu- 
nadores  en  Puerto  Rico  (fue  el  primero  que  quiso  cobrar  a 
los  pudientes  por  ese  servicio,  en  1804).'^  Sin  ser 
“profesor  con  título”,  es  el  primer  profesional  de  la  salud 
entrenado  localmente,  de  cuya  práctica  tenemos  alguna 
información  circunstanciada.  Evidentemente  estaba 
alerta  a las  necesidades  del  momento,  fueran  vacunación 
o cesárea. 

Por  último,  es  curioso  constatar  la  influencia  de 
Bogotá,  o por  lo  menos  la  habilidad  de  sus  ciudadanos 
para  identificar  proyectos  afines  con  los  intereses  del 
gobierno.  En  1802  el  Ayuntamiento  de  la  ciudad,  através 
del  virrey,  expuso  al  rey  los  padecimientos  del  pueblo 
durante  una  epidemia  de  viruelas,  lo  que  provocó  la 
formación  de  la  Real  Expedición  Filantrópica  de  la 
Vacuna.'^  El  mismo  año  un  canónigo  de  la  catedral  de 
Bogotá  pidió  que  se  estimulara  la  ejecución  de  la  cesárea 
post  mortem,  y 18  meses  después  el  rey  emitió  el  docu- 
mento que  nos  ha  ocupado  hasta  ahora.  Esta  Real  Célula 
es  un  ejemplo  más  de  las  diversas  maneras  de  comunica- 
ción administrativa  y científica  en  el  antiguo  dominio 
español  en  América. 

Según  la  Gaceta  del  Gobierno  de  PuertoTiico  del  27  de 
agosto  de  1829  (vol.  10,  no.  205,  fol.  819),  en  Rincón,  en 
julio  de  1 829,  “se  hizo  por  el  párroco  la  operación  cesárea 
a una  rpujer  que  murió  de  repente,  y se  logró  extraer  la 
criatura  viva  y que  recibiese  el  agua  del  Bautismo.”  (Refe- 
rencia de  Walter  Cardona,  encontrada  en  el  Archivo 
General  de  Indias.) 


Abstract:  The  idea  of  saving  an  infant  by  incising  the 

abdomen  of  the  recently  deceased  mother  was  First  put  into 
practice  in  ancient  times,  and  the  Catholic  Church  endorsed 
its  use  to  provide  baptism  for  the  infant's  soul.  The  practice 
received  official  support  in  Madrid  in  1804  with  a Real 
Cédula  (royal  order)  of  Charles  IV  to  the  civilian  and 
ecclesiastic  officials  of  the  Indies  and  the  Philippines.  This 
operation  was  used,  before  the  cédula,  in  Spain,  Mexico, 
Venezuela  and  Peru,  but  in  Puerto  Rico  this  order  seems  to 
have  provoked  the  practice  of  post-mortem  caesarean 
section.  In  a review  of  burial  records  of  the  San  Juan 
cathedral  for  1797  to  1814,  one  such  operation  is  mentioned 
(1807),  but  the  records  of  Cayey  (a  town  in  the  mountains) 
from  1801  to  1812show  three  cases  (1805-6).  We  transcribe 
here  (with  modern  spelling)  the  cédula  and  burial  certifi- 
cates, and  we  then  comment  on  their  significance. 
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Among  many  young  women,  smoking  is  viewed  as  stylish. 

It  is  not.  Smoking  is  deadly. 

If  you  smoke,  please  consider  stopping.  For  help,  information  and  support, 
please  contact  your  local  American  Cancer  Society. 
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CLINICAL  STUDIES 


Prevalence  of  the  Microbiologic  Fiora  in 
Contact  Lens  Wearers  at  the  Puerto  Rico 
Medicai  Center 

Natalio  Izquierdo,  M.D.  Silvino  Diaz  Mendoza,  M.D.  William  Townsend,  M.D.  José  Carro,  M.D. 


Abstract:  The  prevalence  of  microbioogic  flora  was 

determined  in  a convenience  sample  of  contract  lens 
wearers  at  the  Puerto  Rico  Medical  Center,  ophthalmology 
clinics  obtaining  cultures  from  the  conjunctival  fornices. 
Gram  positive  bacterial  prevalence  was  100%  in  the  control 
group,  as  well  as  in  rigid  gas  permeable  lens  wearers.  In  the 
soft  contact  lens  group,  gram  positive  bacterial  prevalence 
was  94.7%.  On  the  other  hand  prevalence  of  Gram  negative 
bacteria  is  null  in  the  soft  contact  lens  wearer  population, 
being  only  2.5%  in  control  group,  and  45.5%  for  Rigid  Gas 
Permeable  wearers.  These  contact  lens  wearers  were  using 
different  disinfection  systems. 

Several  studies  of  bacterial  flora  of  conjunctiva  have 
appeared  in  literature.  Results  differ.  This  may  be 
due  to  differences  in  environmental  flora,  sampling  and 
culture  techniques  (Hovding)..  Bacterial  cultures  from  the 
conjunctival  sac  of  normal  eyes  frequently  discloses  the 
growth  of  non  pathogenic  bacteria  (Norm).  It  is  generally 
agreed  that  coagulase  negative  Staphylocopcci  are  the 
most  commonly  occurring  bacteria  on  healthy  conjunc- 
tiva, followed  by  Corynebacteria.  In  accordance  to 
previous  studies  Hovding  found  that  coagulase  negative 
Staphylococi  are  the  most  frequently  occurring  bacteria 
in  the  contact  lens  wearer  population  as  well. 

According  to  Wilson  et.  al.,  fungi  in  the  healthy  outer 
eye  appears  to  depend  on  random  seeding  from  the 
environment.  In  his  study  organisms  isolated  represent  a 
broad  spectrum  of  molds  and  yeast-like  fungi,  some  of 
which  have  been  isolated  from  keratomycosis.  Nobuyo 
and  Takatori  state  that  fungi  do  not  remain  or  grow  in  the 
conjunctiva  under  normal  conditions.  Candida,  Aspergillus 
and  Fusarium  are  known  to  cause  oculomyocosis. 
Wilson  and  Ahearn  isolated  fungi  from  1 1 extended  wear 
soft  contact  lens  and  suspect  that  the  incidence  of  fungal 
cóntamination  is  between  2%  and  5%  in  their  geographic 
area. 

The  purpose  of  this  study  is  to  determine  and  compare 
the  prevalence  of  microbiologic  flora  on  the  conjunctival 
fornices  of  contact  lens  wearers  and  apparently  normal 
population  at  the  Ophthalmology  clinics  at  the  Puerto 


Medical  Center.  The  lens’  type  and  influence  of  disinfec- 
tion system  is  being  evaluated  as  well. 

Patients  and  Methods 

A convenience  sample  of  71  patients  from  the  Ophthal- 
mology Clinic  at  Puerto  Rico  Medical  Center  was 
studied.  These  patients  were  asymptomatic  and  presented 
no  evidence  of  ailment  on  external  exam.  The  study 
population  in  this  data  included  a 39  patients  control 
group,  and  32  contact  lens  wearers.  Our  contact  lens  wearer 
population  included  phakic  and  aphakic  patients  using  a 
variety  of  rigid  gas  permeabe,  soft  daily,  and  extended 
wear  contact  lenses. 

Cultures  were  obtained  with  a uniform  procedure  from 
all  patients.  A sterile  cotton  tipped  applicator  was  used  to 
obtain  material  from  the  inferior  conjunctival  fornices. 
No  topical  anesthetic  was  instilled  nor  any  othersolution 
to  moisten  applicator.  The  applicator  was  streaked  on 
blood,  chocolate,  and  Saboureaud’s  dextrose  agar  plates 
and  Thioglycollate  broth. 

An  information  questionnaire  was  answered  by 
contact  lens  wearers.  It  included  information  regarding 
time  using  lens,  cleansing  system,  disinfection  routine, 
type  of  lens,  and  lens’  age.  Type  of  lens  and  disinfection 
system  were  the  variables  considered  for  this  study. 
Disinfection  systems  were  divided  into  categories  of 
Peroxide  (P),  Chemical  (C):  Renu,  Optifree  or  Optiflex, 
and  Heat  (H). 

Cultures  were  considered  being  positive  whenever 
colonies  appeared  on  the  streaked  area  of  the  agar.  No 
colony  counts  were  made.  No  antibiotic  sensitivity  was 
performed  either. 

Results 

Coagulase  negative  staphyulococci  are  the  most  preva- 
lent organisms  in  the  conjunctival  flora  of  the  control 
population  (Table  1).  Staphylococcus  epidermidis  was 
found  in  87.18%  of  patients  followed  by  Staphylococcus 
aureus  7.69%.  The  most  prevalent  bacteria  in  the  contact 
lens  wearer  population’s  fornices  is  Staphylococcus 
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epidermidis  (87.50%),  followed  by  Bacillus  species 
(9.38%)  and  Staphylococcus  aureus  (6.25%).  (Table  1) 
In  terms  of  Gram  Negative  bacteria,  only  Acinetobacter 
species  was  cultured  in  one  control  patient.  Prevalence  of 
Gram  negative  bacteria  is  increased  in  contact  lens 
wearer  population.  The  most  common  Gram  negative 
bacteria  is  Pseudomonas  species  (6.25%).  The  prevalence 
of  fungi  and  sterile  cultures  was  similar  in  both  the 
contact  lens  wearers  and  the  normal  population  (2.56% 
and  3. 13%  respectively).  The  coexistence  of  a mixed  flora 
in  cultures  was  higher  on  the  contact  lens  wearer  group 
(25.0%). 

Table  1 

Flora  at  PRMC 


Organisms  Patients  Percentages 


Gram  Positive 

sCL 

N=39 

cCL 

n=32 

sCL 

cCL 

Cocci 

Staphylococcus  epidermidis 

34 

28 

87.18 

87.50 

Staphylococcus  aureus 

3 

2 

7.69 

6.25 

Streptococcus  sp. 

1 

0 

2.56 

0 

Endospore  forming  rods 

Bacillus 

Gram  Negative 

I 

3 

2.56 

9.38 

Cocci  and  coccobacilli 

Acinetobacter 

1 

0 

2.56 

0 

Aerobic  bacilli 

Pseudomonas 

1 

2 

0 

6.25 

Facultative  Anaerobic 

Enterobacter 

0 

1 

0 

3.13 

Klebsiella 

0 

1 

0 

3.13 

Serratia 

0 

1 

0 

3.13 

Fungus 

Aspergillus 

1 

1 

2.56 

3.13 

Mixed 

3 

8 

7.69 

25.00 

No  Growth 

1 

1 

2.56 

3.13 

sCL  - without  contact  lens 
cCL  - with  contact  lens 

Percentages  do  not  add  to  100%  due  to  mixed  flora 


Table  2 


Comparison  of  Flora  According  to  Type  of  Lens 


Organism 

DWSCL 

EWSCL 

RGP 

n= 

9 

10 

II 

Gram  positive 
cocci 

Staphylococcus  epidermidis 

8 

9 

10 

Staphylococcus  aureus 

0 

0 

1 

Endospore  forming  rod 

Bacillus  sp. 

0 

1 

2 

Gram  negative 
aerobic  bacilli 

Pseudomonas  sp. 

0 

0 

2 

Facultative  anaerobes 

Enterobacter 

0 

0 

1 

Klebsiella 

0 

0 

1 

Serratia 

0 

0 

1 

Fungus 

Aspergillus 

0 

1 

0 

Mixed 

6 

2 

5 

No  Growth 

1 

0 

0 

Table  3 


Flora  as  Influenced  by  Contact  Lens  Type  and  Method  of  Disinfection 


Flora 

Contact  lens  type 

Disinfection 

System 

DWSCL 

EWSCL 

RGP 

4 

4 

_ 

P 

G+ 

2 

3 

8 

C 

0 

0 

P 

G- 

0 

0 

3 

C 

0 

1 

. 

P 

FUNGI 

0 

0 

0 

c 

*No  patient  used  heat  disinfection  system  in  the  study  group 
**eight  (8)  patients  with  unknown  disinfection  systems. 


Table  2 represents  the  organisms  cultured  according  to 
contact  lens  type.  Staphylococcus  epidermidis  is  the  most 
prevalent  Gram  positive  bacteria  in  all  three  groups  of 
daily  wear  (88.9%),  and  extended  wear  (90%)  soft  contact 
lens  group,  and  rigid  gas  permeable  (90.9%)  lenses.  Gram 
negative  bacteriae  are  cultured  in  Rigid  gas  permeable 
lenses.  The  most  prevalent  is  Pseudomonas  species 
(18.2%).  Enterobacter  and  Klebsiella  species  were 
cultured  in  the  same  patient.  The  prevalence  of  Gram 
negative  bacteria  was  null  in  soft  contact  lens  wearers 
fornices.  Aspergillus  species  was  found  in  one  extended 
wear  soft  contact  lens  wearer.  The  highest  prevalence  of 
mixed  flora  occurred  in  rigid  gas  permeable  lens  wearers 
(45.5%).  Only  one  lens  wearer  had  a negative  culture 
(DWSCL). 

Table  3 reviews  the  flora  as  influenced  by  both  contact 
lens  type  and  methods  of  disinfection.  In  the  sample,  heat 
disinfection  system  was  not  used  by  any  patient.  Rigid  gas 
permeable  wearers  use  chemical  cleansing  systems.  Gram 


positive  bacterial  prevalence  was  similar  for  daily  and 
extended  wear  population  using  peroxide  system.  Preva- 
lence of  gram  positive  bacteria  was  increased  in  rigid  gas 
permeable  wearers  using  chemical  systems  as  compared 
to  soft  contact  lens  fornices  cultures.  In  terms  of  Gram 
negative  bacteria,  these  were  more  prevalent  in  the  rigid 
gas  permeable  cultures.  Fungi  were  cultured  in  the 
extended  wear  soft  contact  lenses,  using  peroxide  disin- 
fection system. 

Eight  patients  could  not  recall  their  disinfection 
system. 

Discussion 

Staphylococcus  epidermidis  was  the  most  prevalent 
Gram  positive  bacteria  in  the  control  population  and  the 
contact  lens  wearers  of  the  Ophthamology  Clinics  at  the 
Puerto  Rico  Medical  Center.  This  finding  is  compatible 
with  previous  studies  done  by  Hodving  and  others. 
Increased  prevalence  of  Gram  negative  bacteriae  and 
mixed  flora  appears  to  be  related  to  the  use  of  contact  lens 
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in  our  study  population,  being  higher  for  the  rigid  gas 
permeable  contact  lens  wearer.  In  terms  of  fungi,  Asper- 
gillus species  was  present  in  cultures  of  both  control  and 
extended  wear  soft  contact  lens  wearer  fornices. 
According  to  Ando  fungi  are  not  normal  flora  of  outer 
eye.  Prevalence  of  Gram  positive  bacteria  is  similar  for 
soft  contact  lens  in  peroxide  and  Chemical  disinfection 
system. 

Other  variables  such  as  age  of  lens,  time  using  lens 
might  be  considered  in  further  studies.  Colony  counts 
and  antibiotic  sensitivity  may  be  performed  as  well. 


Special  Thanks  to  Mrs.  Margarita  Mendoza  de  Carro,  Nursing, 
Ophthalmic  Technician  and  Laboratory  Personnel. 

This  paper  was  presented  at  the  Convention  of  the  Ophthalmology 
Section  of  the  PR  medical  Association  and  was  granted  the  Carl 
Gengo  Award,  in  October  14,  1990. 
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CLINICAL  STUDIES 


Pacemaker  Atrial  Lead  Dislodgement  and 
Malposition  Inducing  Ventricular  Pacing 

Charles  D.  Johnson,  MD,  FACC 


Summary:  Pacemaker  atrial  lead  dislodgement  indu- 

cing ventricular  pacing  is  reviewed,  and  four  such  observed 
cases  are  described.  This  interesting  complication  of  the 
atrial  lead  producing  ventricular  depolarization  results  in 
an  array  of  electrocardiographic  manifestations  and 
vignettes.  These  documented  experiences  emphasize  the 
infrequent  persistence  of  this  event,  even  with  the  utilization 
of  modern  atrial  passive  and  active  fixation  leads. 

Atrial  lead  dislodgement  was  a major  limitation  to 
dual  chamber  cardiac  pacing  in  the  1960s  and  1970s.' 
In  recent  years,  atrial  lead  dislodgement  with  passive  and 
active  fixation  devices  has  dropped  to  1 -5%  or  less. 
Secondary  intervention  rates  for  dislodgement  should  be 
well  below  2%  for  ventricular  leads  and  below  5%  for 
atrial  leads'"''  which  represents  a significant  reduction  in 
the  incidence  of  lead  dislodgement.  Dislodgement 
usually  transpires  within  the  first  day  or  first  few  days 
post-implant,  and  is  accompanied  by  loss  of  atrial 


capture  and  sensing.  Atrial  lead  stimulation  of  the 
ventricle  secondary  to  dislodgement  or  improper  posi- 
tion is  uncommon.'  The  subclavian  puncture  technique 
using  a silastic  sleeve  for  lead  fixation  is  stated  not  to  be 
associated  with  a greater  incidence  of  dislodgement  than 
are  other  techniques.^  Dislodgement  of  the  lead  is  the 
most  common  complication  of  temporary  pacing. 

Four  cases  of  atrial  lead  dislodgement  and  malpositio- 
ning  with  resultant  ventricular  pacing  have  been 
observed  at  this  medical  center.  This  communication 
describes  these  cases,  and  reviews  other  such  cases, 
emphasizing  the  persistence,  although  rarely,  of  this 
vexing  problem. 

Case  Studies 

The  cases  from  this  institution  are  illustrated  and 
described  in  Figures  1-4  and  their  legends.  Cases  from  the 
literature  are  presented  in  a tabular  format  (Table  1) 


Table  I 


Case  of  Dislodged  Atrial  Lead  Stimulating  the  Ventricle 


Author 

Reference 

Year 

Diagnosis 

Pacemaker 

Lead 

Location 

Time  Post-implant 

Atrial  Implant 

Parameters 

Electrocardiogram 

Management 

Furman® 

1973  83  M 

Syncope  SSS. 

CHF.  Angina 

Bifocal  AV  sequential 
demand,  bipolar,  non- 
committed.  Atrial 
electrode  moved  toward 

TV.  5 months. 

Th  2.4  mA. 

AVD  250  ms. 

Alternate  stimulation  of  RA  and  RV  by  A with 
alterations  of  position.  When  atrial  electrode 
stimulated  the  RV  (no  atrial  contraction)  the  V 
was  inhibited  or  fell  ineffectively  (magnet)  on  the  QRS 
complex.  Crosstalk. 

Unit  and  atrial 
lead  removed. 

Barber* 

1983 

74  M.  SSS. 

Medtronic  7000 

Versatrax  in  DVl  mode. 
Electrode  inadvertently 
placed  in  RVOT  (inferiorly 
and  anteriorly,  tip 
medially).  APW  1.5  ms. 

A paces  RV  after  BP  (QRS  vector  60°);  V follows  1 10  ms 
later  (VSP,  partially  committed).  Failure  to  pace  and 
sense  atrium.  Ventricular  channel  sensed  ventricle 
with  recycle  and  inhibition,  more  than  110  ms  after  A. 

The  intrinsic  deflection  of  the  atrial  lead  coincided 
with  that  of  the  ventricular  lead  and  QRS  complex. 

Atrial  lead 
positioned  to  RA 
appendage. 

Normal. 

Bognolo’ 

1983 

a.  AAl  pacing.  To  RV. 

6 hours.  70  ppm. 

b.  DVl  pacing.  To  RV. 

600/250 

a.  Sudden  appearance  of  ventricular  pacing  (VVI). 

b.  V spikes  inhibited  by  sensing  the  A stimuli  or  the 
paced  QRS  complexes. 

University  of  Puerto  Rico.  School  of  Medicine.  Cardiology  Section.  Rio 
Piedras.  Puerto  Rico  00936 
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1983* 

4 months 

Post-VSD 
repair,  CAVB. 

a.  Medtronic  7000  A as 

DVI.  4951  epicardial 
unipolar  atrial 
electrode  on  RA 
near  RV.  Immediate. 

a.  Atrial  spike  captured  RV,  V spike  fell  into  ST 
segment  without  capture.  Atrial  sensing  intact  but 
failed  to  capture  atrium. 

b.  Pacesetter  223  DVI. 
Unipolar.  RV. 

b.  Intermittent  ventricular  stimulation  and  retrograde 
activation  of  atria. 

Nathan’ 

1984  48  M. 
Syncope. 

Idiopathic  CHB. 

Medtronic  7000  DDD. 
Biotronix  YR-2  active 
fixation,  screwtip  on 

RA  lateral  wall.  In  RV 
due  to  late  retraction 
of  helix  into 
lead,  6 months. 

P 2.9  mV.  LR  50  ppm. 

Th.  0.6  V,  390  ohms  at 

0.5  ms. 

A artifact  at  onset  of  QRS  complex  1000  ms  after  the  V; 

V at  end  of  QRS  1 10  ms  after  A.  Normal  single  escape- 
paced  QRS  complexes  of  different  morphology 
(V  output)  occurred  400  ms  (URI)  after  a sensed  VPB 
by  both  amplifiers. 

New  atrial  J 

electrode 

positioned 

in  RA  appendage. 

Asymptomatic 

Catania'“ 

Reprogram 

1984 

Cordis,  as  DAD  mode. 

RV.  Atrial  output  0.5 
ms/5  mA;  sensitivity 

0.5  mV.  ARP  300  ms. 

Atrial  electrode  (Channel  1)  produced  ventricular 
depolarization  and  sensed  the  R wave  (no  atrial 
activity  to  sense).  Ineffective  V stimulus  at  end  of 

AVD  when  ventricle  refractory. 

Reprogram 

Reposition 

Stark" 

1985  52  F 

CAVB.  RA 

appendage 

removed. 

Cordis  233  F DDD. 

Unipolar  J electrode 
floating  in  RVIT.  Loss 
of  RV  endocardial 
contact  with  respiration. 

Same  day.  P 3.1  mV.  LR 

70  ppm.  Th.  0.9  V at  1 ms. 
Output  6 mA.  Sensitivity 

0.5  mV.  AVD  200  ms; 

AEI  657  ms. 

Produced  alternating  QRS  morphologies  of  superior 
and  inferior  axes.  The  first  QRS  was  caused  by  the  A 
stimulus  at  the  end  of  the  AEI  (initiated  by  a normal  V) 
or  AEI  + sensing  delay  of  105  ms  without  a preceding 

P wave  or  A necessary  for  ventricular  tracking,  and 
without  a succeding  V (no  VSP).  The  second  V 
spike-induced  complex  followed  the  first  non- 
capturing A spike  by  200  ms  and  was  similar  to  the 

VVl  paced  beats.  Atrial  nonsensing,  but  the  ventri- 
cular amplifier  sensed  the  native  QRS  complexes. 

Replaced  by  a 
screw-in  RA 
electrode. 

Levine" 

1985 

Conduction 
disease  due 
to  MD. 

DDD.  RVOT 

LR  70  ppm. 

AVD  165  ms. 

Alternating  morphologies  of  the  paced  ventricular 
beats.  First  stimulus  was  associated  with  an  upright 
complex  in  lead  11  and  when  it  was  ineffective  the 
second  V caused  inverted  QS  complexes  identical  to 
normal  pacing  (and  sensing)  in  the  VVI  mode. 

Lead 

repositioning. 

Gillete,", 

Griffin 

1985,  1986 

2 pediatric 
cases 

Epicardial, 

Migration  related  to 
growth,  after  3 1/2- 
4 years. 

Atrial  leads  pace  both  atria  and  ventricles 
“simultaneously”. 

Garson" 

1986 

AV  dissociation 

RV. 

VAI  850  ms. 

“Two  ventricular  leads”,  resembled  VVI  pacing  with 
a V-V  (A-A)  interval  of  960  ms,  equaling  the  VAI  of 

850  ms  -f  the  VSP  of  1 10  ms.  The  noncapturing  V in 
the  refractory  period  of  the  heart  reset  the  capturing  A 
spike  coming  850  ms  after  the  V spike. 

Greenspon' 

1986  48  M 
Postoperative 

CHB. 

Medtronic  7005  DDD. 

6957  J screw-tip,  active 
fixation  electrode. 

Intermittent  movement 
across  TV  into  RVOT 

4 weeks.  P 3.6  mV, 

LR  60  ppm.  Th.  1 V, 

1.9  mA.  AVD  150  ms. 

Two  separate  morphologies  as,  a)  a V stimulus 
contour,  and  b)  an  A stimulus  contour.  AV  sequential 
pacing  at  60.  Atrial  lead  did  not  capture  nor  sense  P 
waves,  but  sensed  the  first  R wave  (AS)  during  the  ARP 
(no  triggered  V output).  The  ventricular  ampliflier  did 
not  sense  the  A-induced  R wave  since  it  fell  within  the 

12  ms  BP,  so  a V fell  on  the  R wave.  Confirmed  by 

Marker  ChanneU'^  as  the  second  QRS  always 
followed  an  AP  event.  Temporary  AGO  pacing 
produced  A capture  of  RV  (second  QRS  morphology), 
and  VOO  pacing  from  the  RV  apex  produced  a QRS 
with  the  first  morphology. 

VVI  pacing  since 
active  atrial 
fixation 
impossible. 

Levine  et  al'* 

1986 

Hypersensitive 
Carotid  Sinus 
Syndrome. 

DDI  (AV  sequential). 

Atrial  lead  dislodgement 
in  or  close  to  RV. 

Shortly  after  implantation. 

LR  70.  AVD  190  ms. 

Atrial  spike  paces  the  ventricle. 

Called  cross-stimulation. 

Operative 

intervention 

Hauser" 

1986 

1 slide. 

A spike  captured  the  RV. 
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Cooper'* 

1988 

a.  AAI.  Atrial  lead 
dislodgement,  either 

RV  or  near  TV. 

6 hours. 

b.  uDVI.  Atrial  lead  in 
proximal  RV.  LR  72. 

AVD  250  ms. 

c.  VDD?  Atrial  lead 
dislodged  to  RV. 

LR  70.  AVD  150  ms. 

Sudden  onset  of  RV  pacing.  (Figure  3-14,  p.  44). 

Atrial  spike  pacing  the  ventricle  similar  to  VVI 
mode,  at  100  ppm.  (Figure  5-17  a,  p.  87). 

Sudden  onset  of  VVI  pacing  at  the  LRE  of  70  ppm. 

No  P wave  tracking.  (Figure  6-15,  p.  111). 

Barold 

Intermedies  Cosmos. 

Atrial  non-sensing.  A stimulus  captures  the  ventricle. 

et  aF* 

DDD.  Unipolar.  RVIT. 

The  paced  QRS  complex  is  not  sensend  by  the 

1990 

LR  50  ppm.  AVD  200  ms. 

ventricular  lead;  24  hours  later,  the  resultant  paced 

Atrial  stim.  2.7  V,  at 

QRS  complex  is  sensed  by  the  ventricular  electrode 

0.3  ms.  atrial  sens.  2.8  mv. 

within  the  VTP  (AV  interval  abbreviated  to  100  ms). 
Spontaneous  QRS  complexes  are  sensed  by  the  atrial 
electrode,  which  interprets  them  as  P waves,  initiating 
an  AV  interval,  and  at  its  termination  the  V stimulus 
is  delivered  within  the  ST  segment.  The  atrial  electrode 
may  have  induced  the  spontaneous  QRS  complexes. 

Medtronic,  Inc.  Minneapolis.  MN,  USA.  Pacesetter  Systems,  Inc.  Sylmar,  CA.  USA.  Biotronix  GmbH.  Berlin  F.R.G 
Lake  Oswego,  OR,  USA.  Intermedies,  Inc.  Freeport,  TX;  Cordis  Corp.,  Miami,  FI,  USA. 

Abreviations;  AV  - atrioventricular;  CAVB  - complete  AV  block;  CHB  - complete  heart  block;  CHF  - congestive 
heart  failure;  LRE  - lower  rate  escape;  MD  - muscular  dystrophy;  RVIT  - RV  inflow  tract; 

SSS  - Sick  Sinus  Syndrome;  Th.  - threshold;  TM  - trademark,  Medtronic;  URI  - upper  rate  interval; 
VPB  - ventricular  premature  beat;  VSD  - ventricular  septal  defect;  VTP  - Ventricular  Triggering  Period. 


Legends 

Case  1.  68  M.  Hypertensive  cardiovascular  disease, 
right  bundle  branch  block  (RBBB),  left  anterior  hemi- 
block  and  complete  AV  block.  Intermedies  Cosmos  283- 
01  DDD.  483-06  passive  fixation,  unipolar  lead  in  atrial 
appendage  via  left  subclavian  vein.  Two  days  post- 
implant. 

Figure  lA  (PA)  and  IB  (lateral)  x-rays  showing  the 
atrial  lead  in  the  right  ventricular  outflow  tract  (RVOT), 
floating  between  the  right  atrium  (RA)  and  right 
ventricle  (RV). 

Figure  1C.  Marquette  MAC-1  P (Marquette  Electro- 
nics. Milwaukee,  WI.  USA)  trace.  Atrial  lead  threshold 
0.6  V,  1.2  mA,  470  ohms.  P wave  3.7  mV.  P-P  cycle 
547  ms.  Setting-  atrial  pulse  amplitude  (APA)  and  width 
(A,  PW)  5.4  V,  0.45  ms;  sensitivity  1.2  mV;  delivered 
charge  4.14  uC  and  energy  20.1  uJ.  60/150/120.  AEI 
850  ms.  Postventricular  ARP  (PVARP)  200  ms;  pace- 
maker ventricular  refractory  period  (VRP)  200  ms; 
blanking  period  (BP)  17.7  ms.  The  first  atrial  stimulus  (A) 
at  the  end  of  the  AEI  depolarized  the  RV  rather  than  the 
RA,  producing  upright  QRS  complexes.  The  third  beat  is 
a native  beat,  the  seventh  a P wave  + A-induced  ventri- 
cular fusion  beat  (VFB)  and  the  ultimate  beat  a sand- 
wich/double pseudofusion  beat.  The  atrial  amplifier  did 
not  sense  P waves  except  for  the  third  P;  it  recycled  from 
the  V spike  (or  with  sensing  delay  the  A-paced  QRS)  and 
the  third  native  QRS  complex.  The  ventricular  amplifier 
sensed  the  VFB  and  ultimate  beat  in  the  nonphysiologic 
AVD  (NPAVD),  as  confirmed  by  the  abbreviated  AVD 
of  100  ms  (the  ventricular  stimulus,  V,  was  ineffective 
since  it  fell  in  the  heart’s  RP);  it  also  sensed  the  native 
beat.  The  V-V  (or  A-A)  interval  was  1000  ms,  or 
950  ms  after  the  NPAVD  beats,  reflecting  the  50  ms 


difference  between  the  AVD  of  150  ms  and  the  NPAVD 
of  100  ms,  resulting  in  a LR  of  63,  slightly  faster  than  the 
programmed  rate  of  60  ppm. 


Figure  ID.  DDD  programmed  as  AAI  and  VVI, 
70  ppm.  The  positive  QRS  complexes  in  the  AAI  mode 


Figure  lA 
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are  identical  to  the  A-paced  beats  in  the  DDD  mode,  and 
different  from  the  negative  VVI  paced  beats.  P waves 
were  not  sensed  in  the  AAI  mode.  VFBs  in  the  VVI 
(VFB,)  and  in  the  AAI  (VFBj)  modes  were  observed.  The 
first  beat  as  AAI  in  the  upper  strip  is  a questionable 
distorted,  paced  ventricular  beat  due  to  electrode  motion. 

Reprogrammed  to  the  VVI  Mode;  lead  repositioned. 
Patient  well. 


Figure  IB 


Figure  ID 


Case  2.  61  M.  Syncope.  Atrial  standstill  and  paro- 
xysmal AV  block  post-surgery.  Medtronic  7005  Symbios 
DDD.  4511  A unipolar  target-tip,  passive  fixation  elec- 
trode in  RA  appendage  via  left  subclavina  puncture. 
Lead  looped  and  electrode  toward  RVOT.  Three  weeks 
post-implant. 

Figure  2A.  DDD.  Marker  ChannelrM.  AP,  AS- atrial 
pace  and  sense;  VP,  VS-  ventricular  pace  and  sense, 
respectively.  Threshold  (Th.)  0.8  V,  2.1  mA,  331  ohms 
at  0.5  ms;  sensitivity  0.6  mV.  P 2.8  mV.  P-P  cycle 
667  ms.  APA  5V,  APW  0.5  ms;  set  sensitivity  0.6  mV. 
60/175/150.  AEI  825  ms.  PVARP  150  ms.  VRP 
200  ms.  BP  12  ms.  The  fifth  to  the  seventh  beats  reflect 
A-capture  of  the  ventricle  (follow  AP),  but  no  atrial 
capture.  P wave  sensing  failure  was  present  in  beats  3,  5- 
8 and  10  (no  AS),  followed  by  ineffective  V spikes  (VP). 
Native  beats  1,  2,  4,  9 and  11  were  sensed  by  both 
amplifiers  (AS,  VS).  The  AEI  was  reset  by  the  V spikes 
and  native  QRSs.  The  A-paced  beats  were  sensed  by  the 
ventricular  amplifier  (VS)  activating  ventricular  safety 
pacing  (VSP/SP).  The  V-V  interval  measured  935  ms 
(64  ppm),  faster  than  that  programmed  by  65  ms,  which 
reflects  the  difference  between  the  AVD  of  175  ms  and 
the  VSP  of  1 10  ms. 
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Figure  2A 


Figure  2B.  DDD.  AEI  492  ms.  A-stimulus  capture  of 
the  RV  produced  upright  QRS  complexes  with  VSP,  and 
retrograde  atrial  depolarization  (apparently  not  sensed 
by  the  atrial  amplifier  even  though  they  fall  just  after  the 
atrial  refractory  period-  ARP-  of  325  ms)  terminated  by 
an  echo  or  reciprocal  beat  (RB)  sensed  by  both  ampli- 
fiers. The  A spike  changed  polarity.  The  V-V  (A-A) 
interval  was  602  ms,  65  ms  shorter  than  the  programmed 
interval.  The  magnet  response  was  A-paced  beats,  and  a 
nonillustrated  DDD  trace  at  83  ppm  revealed  A-paced 
beats  in  the  BP  without  VSP. 

As  DVI  pacing,  the  A spike  captured  the  R V except  for 
RBs-  “pseudo-pseudofusion  beats”-  demonstrating  very 
late  sensing  (modified  committed  DVI  generator).  VSP 
was  active  except  for  beats  which  fell  in  the  BP.  The  V-V 
interval  was  535  ms  ( 1 1 2 ppm).  In  programmed  DVI  at 
60  ppm  the  pacer  was  inhibited  by  the  faster  intrinsic  rate 
(nonillustrated). 

Figure  2C.  AOO.  100  ppm  in  the  upper  panel  and 
70  ppm  below.  The  A intermittently  captured  the  RV, 
but  not  the  RA,  producing  broad  QRSs  identical  to  those 
in  the  DDD  and  DVI  modes  (except  for  the  early  beat  5 in 
the  lower  panel). 

Figure  2D.  VVI.  100  ppm.  The  V stimulus  caused  a 
different  QRS  morphology,  and  the  RB  was  sensed. 

Atrial  lead  repositioned.  Patient  well. 
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Figure  2C 


Case  3.  65  F.  Symptomatic  SSS.  Cosmos  DDD. 
Medtronic  495 1 epicardial  unipolar,  active  fixation,  stab- 
in  lead  via  subxiphoid  approach. 

Figure  3A  (PA)  and  3B  (lateral)  x-rays  showing  the 
electrode  high  on  the  RVOT.  Four  days  post-implant. 


Figure  3B 
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Figure  3C.  Threshold  2.5  V,  0.8  mA,  320  ohms  at 
0.45  ms;  sensitivity  1.6  mV.  P 1.6  mV.  APA  5.5  V, 
7.7  mA,  APW  1 ms;  sensitivity  0.4  mV.  charge  7.7  uC, 
energy  36  uJ.  60/150/120.  AEI  850  ms.  PVARP 
200  ms.  VRP  200  ms.  BP  17.7  ms.  The  A-stimulus 
caused  the  first,  fourth  and  last  positive  QRSs  which 
differed  from  the  second,  third,  fifth  and  sixth  negative  V- 
paced  beats,  both  of  which  caused  retrograde,  non- 
tracked  atrial  depolarization.  Failure  of  atrial  pacing. 
The  paced  rate  was  60  ppm  as  programmed,  without  a 
visible  NPAVD  characteristic. 

Figure  3D.  DDD.  The  atrial  lead  failed  to  sense  sinus 
impulses  and  the  retrograde  P’,  but  sensed  the  RB.  The 
ventricular  ampliflier  sensed  the  V-induced  RB  (with 
phase  3 RBBB  aberration),  and  the  fourth  native, 
sandwich  QRS  complex  in  the  NPAVD.  The  V-V  interval 
was  1000  (980)  ms,  except  for  the  fifth  beat  (fourth  cycle) 
which  was  50  ms  shorter  (63  ppm),  reflecting  the  diffe- 
rence between  the  AVD  and  the  NPAVD.  One  nonillus- 
trated  P-QRS  complex  was  sensed  normally. 
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Figure  3E.  AAI  and  VVI  pacing  at  70  ppm.  These  con- 
firm the  different  morphologies  of  the  complexes.  Retro- 
grade atrial  depolarization  occurred  in  both  modes.  As 
AAI  (nonillustrated)  there  was  failure  of  atrial  capture  at 
8.1  V and  1 ms,  and  failure  of  native  P and  QRS  sensing. 

Figure  3F.  Magnet  (DOO)  produced  the  expected  rate 
and  AVD  responses,  and  all  A-paced  beats  except  for  one 
V-paced  beat. 

Reprogrammed  to  the  maximal  atrial  output  and  sensi- 
tivity, and  later  to  the  VVI  mode.  Remains  symptomatic. 
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Figure  3F 


Case  4.  28F.  Congenital  complete  AV  block.  Pregnant. 
Intermedies  271-03  Galaxy  DDD.  Atrial  43 1 endocardial 
lead,  in  RV.  18  weeks  post-implant.  Failure  of  atrial 
pacing  and  sensing-  To  VVI 

Figure  4 A.  VVI  mode.  70  ppm.  Consistent  ventricular 
capture.  Paced  QRS  complex  axis  - 75°,  spike  axis  - 
30°. 


Figure  4A 
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Figure  4B.  AAI  mode.  60  ppm.  Two  A spikes  (one 
illustrated)  result  in  ventricular  capture,  with  a QRS 
complex  of  different  morphology,  axis  + 90°,  spike 
vector  right  upper  quadrant,  than  that  produced  by  VVI 
pacing.  Figure  4A.  Atrial  lead  repositioned. 


Figure  4B 


Figure  5.  DDD.  60  ppm.  An  A spike  falling  at  the 
onset  of  the  broad  complex  of  complete  LBBB  mimics 
atrial  pacing  of  the  ventricle.  However,  the  native, 
nonpaced  LBBB  beats  of  identical  morphology,  and  the 
subsequent  V spikes,  betray  this  mimicry. 
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Figure  5 


Figure  6.  Medtronic  7005  DDD.  LR  60  ppm.  Complete 
AV  block.  Atrial  lead  disconnection.  Absent  atrial  spike. 
The  single  V spike  paces  the  ventricle  at  the  LR  of 
60  ppm. 


Figure  6 


Figure  7.  58  F.  Syncope.  AV  block.  Intermedies  271-01 
Galaxy  DDD.  Atrial  lead  endocardial,  ventricular  lead 
epicardial.  Congestive  heart  failure.  Failure  of  both  atrial 
and  ventricular  pacing  and  sensing,  1 7 days  post-implant. 
Atrial  and  Ventricular  Lead  Switch,  found  at  surgical  re- 
exploration of  the  pulse  generator  pocket,  (unfortuna- 
tely, no  DDD  trace  is  available). 

Top  strip.  VVI,  apparently.  ECG  machine  off  at 
arrow. 

Functioning  as  VOO  (no  P wave  sensing).  Capture  of 
atria  by  V spike  is  uncertain,  but  probably  there  is 
captured  P waves  with  4:3  and  3:2  AV  block  (type  2). 

Middle  Strip.  AAI.  Atrial  lead  captures  the  ventricle. 
The  last  two  P-QRS  complexes  are  sensed,  but  there  is 
failure  to  sense  the  other  P waves. 

Lower  strip.  AAI.  The  atrial  lead  stimuli  capture  the 
ventricle  (except  for  the  seventh  stimulus  which  may  be  a 
P conducted  QRS  beat). 
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Figure  7 


Discussion 

Atrial  electrode  displacement  toward  the  tricuspid 
valve  or  into  the  right  ventricle  in  DVI  and  DDD  pacing, 
inducing  ventricular  depolarization,  was  recognized 
early  in  dual  chamber  pacemaker  evolution  by  Furman^ 
and  has  received  considerable  attention  since  by 
Furman®,  Barold'^’  Levine‘S  and  others.’’ 

Diagnosis 

Diagnostic  aids  utilized  in  the  previously  documented 
cases  and  in  my  cases,  are  listed  in  Tables  II  and  III. 

Differential  Diagnosis 

Differential  diagnosis  of  atrial  lead  dislodgement  with 
ventricular  pacing,  is  listed  in  Table  IV,  and  involves 
several  other  conditions  and  complex  arrhythmias. 

1.  Inadvertent  programming  and  pacing  in  the  VVI 
mode;  only  one  spike  is  seen  on  appli  cation  of  a 
magnet.'’’ 

2.  Isoelectric  or  concealed  A spikes,  especially  with  a 
bipolar  pacing  system.  Obtain  multiple,  double- 
sensitivity leads,  leads  with  magnet,  and  change  the 
intrinsic  or  pacemaker  rates.'’’ 

3.  Atrial  electrode  placed  on  the  right  ventricle,  and 
thus  produced  ventricular  capture.’’ 
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4.  Pulse  generator  malfunction  (component  failure). 

5.  Sticky  reed  switch,  with  visible  A and  V spikes  at  a 
normal  AV  delay.”’ 

6.  Apparent  false  VVI  pacing  during  normal  DDD  or 
DVI  pacing,  pseudo-ventricular  pacing,  when  the 

Table  II 

Diagnosis  of  a Dislodged  Atrial  Lead  Pacing  the 

Ventricle'-  

1.  PA  and  lateral  chest  x-rays,  fluoroscopy. 

Deep  respiratory  and  body  positional  changes. 

Limitation:  the  RA  appendage  electrode  appearance  is  similar  to  a 

RVOT  electrode,  which  is  also  anterior. 

2.  Marker  ChanneF''^ 

3.  Atrial  electrogram. 

4.  ECG  Analysis. 

a.  May  produce  complex  ECG  patterns. 

b.  Intermittent  movement  of  the  atrial  lead  toward  the  RV  may 
yield  two  different  patterns  of  ventricular  depolarization  due 
to  different  sites  of  ventricular  stimulation. 

c.  Intermittent  atrial  and  ventricular  pacing  by  the  atrial 
stimulus,  occasionally  with  an  alternating  pattern;  erratic 
chaotic  ECG  patterns.  Do  long  ECG  strips,  deep  respirations 
and  change  position. 

d.  Two  distinct  QRS  morphologies  and  axes  when  programmed 
to  single-chamber  AAI/AOO  and  VVI/VOO  modes,  at  the 
same  rate  as  in  the  DVI  mode. 

e.  Double  ventricular  stimulation  by  the  atrial  and  ventricular 
outputs  may  occur  if  the  AV  intervals  is  long  and  the 
myocardial  ventricular  refractory  period  (VRP)  is  relatively 
short. 

f.  Vector  of  the  A stimulus-  displacement  of  a bipolar  but  not 
unipolar  lead  to  the  RV  mav  change  the  vector  from  - 

120°  to  100°. 

g.  Failure  or  intermittent  failure  of  atrial  capture  and  sensing. 

h.  AV  dissociation  - P waves  dissociated  from  the  pace  QRS 
complexes. 

i.  Magnet:  see  two  spikes  separated  by  an  AVD.  or  by 
110/100  ms  if  the  Ventricular  Triggering  Period  (VTP)- 
SP/NPAVD-  is  activated;  the  V spike  resets  the  A spike 
which  paces  the  ventricle  rather  than  the  atrium;  the  V spike 
may  be  buried  within  the  A-paced  QRS  complex. 

j.  The  ventricle  electrode  may  sense  the  atrial  stimulus 
(Crosstalk)  or  the  atrial-paced  QRS  complex. 

k.  The  atrial  lead  may  sense  the  spontaneous  QRS  comlex  (far- 
field  sensing),  so  that  the  pulse  generator  initiates  an  AV 
interval  and  delivers  a V stimulus  on  the  ST  segment  or 
T wave. 

I Two  ventricular  leads,  two  ventricular  paced  morphologies, 
one  follows  the  first  spike  which  must  be  the  A stimulus,  and 
the  other  follows  a V spike. 

m.  In  a DVI  system  with  one  spike,  the  ventricular  stimulation 
must  be  due  to  the  atrial  lead  since  it  cannot  pace  only  the 
ventricle. 

n.  The  A stimulus  captures  the  ventricle  at  the  end  of  the  AEI, 
without  a preceding  native  P wave  for  tracking. 

Measure  the  AEI/V'Al  to  identify  the  A spike  as  coming  from 
the  atrial  channel.  Back-measurement  with  a calipers  from  the 
first  stimulus  of  a set  places  the  left  leg  on  a R wave,  indicating 
that  it  resets  the  pacing  system. 

o.  Spontaneous  P waves  not  followed  by  appropriate  triggering; 
spontaneous  QRS  complexes. 

p.  AAI  pacing -sudden  onset  of  ventricular  pacing;  DDD  pacing- 
sudde  onset  of  VVI  pacing  a the  LRI;  DVI  pacing- sudden  VVI 
pacing  at  the  rate  of  the  AEI. 

q.  Atrial  lead  dislodgement  of  a DDD  pacemaker,  or  during 
uncommitted  or  modified  committed  DVI  pacing,  there  may 
be  an  increase  in  the  pacing  rate  (pacing  faster  in  the  DVI  mode 
than  in  the  VVI  mode  at  identical  programmed  LRs),  this 
abbreviation  of  the  spike-to-spike  interval  suggesting  that  the 
spike  is  atrial  rather  than  ventricular;  likewide,  the  presence  of 
only  one  spike. 

See  Table  III. 


Table  III 


Ventricular  Pacing  Rates  When  A Dislodged  Atrial  Lead 
Paces  the  Ventricle  - DDD/DVI  Modes  (Barold)'"- 


A.  No  change  in  the  ventricular  pacing  rate  or  the  V-V  interval,  which 
equals  the  programmed  LRI.  when  neither  the  atrial  stimulus  nor 
its  paced  QRS  complex  is  sensed  by  the  nondisplaced  ventricular 
electrode. 

B.  The  V-V  interval  between  two  consecutive  paced  ventricular 
beats  = VAl/AEI  + Ventricular  Blanking  Period  (BP),  when 
the  displaced  atrial  electrode  stimulus  is  consistently  sensed  by  the 
correctly  positioned  ventricular  electrode  - Crosstalk  exists,  with 
inhibition  of  the  V output. 

C.  The  V-V  interval  will  be  shorter  than  the  basic  V-V  interval,  but 
longer  than  the  AEI/VAl  -t-  BP,  when  the  signal  from  the  paced 
ventricular  depolarization  from  the  dislocated  atrial  electrode  is 
sensed  by  the  correctly  positioned  ventricular  electrode,  if  there  is 
no  Crosstalk  and  no  VTP. 

D.  Ventricular  pacing  rate  faster  or  abbreviation  of  the  V-V  interval, 
by  a value  equal  to  the  difference  of  the  AV  interval  and  the  VTP 
(AVD- VTP  or  SP/NPAVD).  when  the  atrial  paced  QRS  complex 
is  sensed  by  the  correctly  positioned  ventricular  electrode 
(Crosstalk),  in  a pulse  generator  with  a VTP  (SP/NP.AVD). 


Table  IV 


Differential  Diagnosis  of  Atrial  Lead  Dislodgement 
with  Ventricular  Pacing’- 


1.  Programmed  as  VVI. 

2.  Isoelectric  atrial  stimuli. 

3.  Atrial  lead  placed  on  the  right  ventricle. 

4.  Pulse  generator  malfunction  (component  failure). 

5.  Sticky  reed  switch. 

6.  Apparent  false  VVI  pacing  during  DVI  pacing  (normal  function). 

7.  Disconnection  of  the  atrial  circuit. 

8.  High-output  atrial  electrode  in  proximity  to  the  ventricle; 
coronary  sinus  lead  pacing  the  ventricle. 

9.  Cross-stimulation  of  the  ventricle. 

10.  Switching  or  reversal  of  the  atrial  and  ventricular  leads. 


atrial  stimulus  A (occasionally  because  of  atrial 
undersensing)  coincides  with  and  interlocks  with  the 
onset  of  an  intrinsic  left  bundle  branch  block  contour 
rhythm  at  identical  rates,  or  when  the  R-R  interval 
equals  the  AEI.  Changing  of  the  pacer  rates,  magnet 
DOO  mode  with  a shorter  AVD  as  the  V spike 
emerges,  a different  vector,  shape  and  size  of  the  A 
and  V spikes,  a latent  interval  and  comparison  with 
prior  tracings  may  unmask  the  mimicry.”- 
Figure  5 

7.  Disconnection  of  the  atrial  circuit  (lead  fracture, 
loose  setscrew)  leading  to  disappearance  and  total 
absence  of  the  atrial  spike-stimulus,  manifests  as  the 
persistence  of  a single  V spike  under  magnet  and  the 
absence  of  atrial  stimuli  to  match  output  markers; 
the  output  pulse  does  not  reach  the  heart  or  is  not 
displayed  in  a lead  vector.  When  the  atrial  circuit  is 
missing,  ventricular  pacing  will  occur  at  the 
programmed  rate  or  V-V  interval.  Reprogram  to  the 
DVI  mode  - if  the  atrial  stimulus  does  not  reappear, 
consider  atrial  lead  malfunction  or  pulse  generator 
circuitry  malfunction. Figure  6. 
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8.  A high-output  epicardial/endocardial  atrial  elec- 
trode near  the  tricuspid  valve,  in  the  presence  of 
small  cardiac  chambers  of  infants  and  children,  an 
accessory  pathway,  or  an  atrial  lead  in  the  coronary 
sinus  sliding  back  and  forth  to  pace  the  atria  or 
ventricles  (the  “Trombone  effect”).^’’ 

9.  Cross-stimulation  (the  unexpected  stimulation  of  the 
unpaced  chamber;  the  ability  to  stimulate  one 
chamber  through  a lead  or  output  to  the  opposite 
cardiac  chamber)  of  the  ventricles  -“output  jump”- 
by  a high-output  atrial  lead  capturing  atria  (in  the 
QRS  complex)  and  ventricle  simultaneously,  when 
the  ventricular  threshold  is  low  during  the  first  4 
magnet  pacing  cycles  (5  paced  complexes)  as  an  idio- 
syncrasy of  especially  the  Intermedies  Cosmos  283 
pacemaker  This  coincides  with  the  A stimulus  but 
arises  from  the  ventricular  lead  since  the  paced  QRSs 
are  identical  to  VVI  pacing  (unlikely  with  a displaced 
atrial  lead  pacing  the  ventricle),  and  AAl  pacing  may 
or  may  not  (a  high  atrial  output  may  capture  the 
ventricle  in  an  alternating  pattern-  Barold)  produce 
single-chamber  atrial  pacing.  This  eccentricity  was 
also  observed  on  removal  of  the  magnet  in  DDD 
Cosmos  pacing.  The  first  A stimulus  produces  a QRS 
complex  and  the  second  V stimulus  is  buried  within 
the  paced  QRS  complex.  An  internal  ventricular 
discharge  switch  allows  a small  amount  of  atrial 
current  to  be  shunted  to  the  ventricular  lead.  The 
atrial  lead  is  in  normal  position  and  the  patient  is 
asymptomatic,  and  the  pseudomalfunction  may 
resolve  with  electrode  maturation.  Cases  of  atrial 
lead  dislodgement  with  ventricular  pacing  have  been 
included  in  this  Cross-Stimulation  category.  Displa- 
cement of  the  atrial  lead  to  or  near  the  right  ventricle, 
a high  atrial  output  with  a normal  atrial  electrode 
position  as  indicated  above,  in  the  AAI  or  AOO 
mode,  may  also  induce  ventricular  pacing.  Treat- 
ment may  involve  doing  nothing,  or  the  use  of  the 
VVD  mode  temporarily.  Cross-stimulation  is  rarely 
recognized,  but  was  found  in  up  to  58%  of  cases  in  a 
recent  study.’' 

10.  Inadvertent  switching  of  the  atrial  and  ventricular 
lead  terminals  to  the  connector  blocks  of  the  pulse 
generator  (misconnection,  plugged-in  wrong),  so 
that  the  first  A spike  paces  the  ventricle  (QRS 
complex)  and  the  second  V spike  paces  the  atrium 
(P  wave)  at  the  end  of  the  AVD  or  within  the  QRS 
complex.  The  atrial  lead  within  the  ventricle  senses 
an  intrinsic  QRS  (thinking  that  it  is  a P wave)  and 
responds  by  delivering  (triggers)  a ventricular  output 
at  the  end  of  the  Upper  Tracking  Rate  (UTR)  to  the 
atrium  (thinks  that  it  is  ventricle)  via  the  ventricular 
lead,  probably  concealed  within  the  QRS  complex. 
A paced  ventricular  beat  immediately  follows  a 
spike  which  times-out  as  atrial.  Back-measurement 
of  the  VAI  with  a calipers  from  the  first  stimulus  of  a 
set  places  the  left  leg  on  a native  P wave,  indicating 
that  it  rather  than  a ventricular  event,  resets  the 
pacing  system.  After  a resetting  paced  or  native 
P wave,  the  VAI  ensues  terminated  by  delivery  of  an 
A stimulus  to  produce  a QRS  complex.  The 
VAI/AEI  is  constant,  beginning  with  a P waves.. 


There  is  no  SP/NPAVD  behavior  since  the  ventri- 
cular lead  in  the  atrium  does  not  sense  any  ventri- 
cular events,  but  it  may  pace  the  nonrefractory  atria. 
An  intrinsic  QRS  occurring  within  the  PVARP  of  the 
P wave  is  not  sensed,  but  the  atrial  lead  within  the 
ventricle  may  sense  an  intrinsic  QRS  complex  and 
inhibit,  functioning  as  “VDD”.  As  with  atrial  lead 
dislodgement  to  the  right  ventricle,  ventricular 
pacing  occurs  at  the  AEI  resulting  in  a rate  faster 
than  the  programmed  rate,  but  in  the  VVI  mode, 
AAI  rather  than  VVI  pacing  occurs.  On  reprogram- 
ming to  its  VVI  mode,  AAI  pacing  occurs.  In  the 
AAI  mode,  one  spike  is  seen.’’ 

Eigure  7. 

Prevention 

Preventive  measures  at  the  time  of  implantation 
against  dislodgement,  are  considered  in  Table  V. 

Table  V 

Preventive  Measures  Against  Dislodgement  of  Atrial 
LeadSj,  2,  7,  m 12»  i6'  is»  20»  2\f  2* 

Verify  by  fluoroscopy  that  the  right  atrial  appendage  electrode  is 
anterior  and  that  it  points  anteriorly  and  medially. 

Observe  the  typical  to-and-fro.  lateral  and  medial  swaying  motion, 
while  torquing  the  lead  at  the  venous  entrance  site  assuring  tip 
stability. 

Pacing  the  atrium  at  150  ppm  for  1 munute. 

Note  lead  dislodgement  from  a gravity  effect,  and  from,  striking  the 
atrial  lead  by  the  ventricular  lead. 

Maneuvers  of  deep  breathing  and  coughing. 

Fixation  of  the  lead  to  the  pectoralis  major  muscle  with  an  anchoring 
silastic  sleeve  and  nonabsorbable  suture. 

Obtain  an  adequate  current  of  injury  pattern,  stimulation  thresholds 
( <1  - 1.5  V;  <1.5-2  mA;  300-1000  ohms  impedance)  and 
sensing  parameters  (>1.5  - 2.5  mV;  atrial  electrogram  intrinsic 
deflection  and  slew  rate). 

Employ  active  fixation,  screw-in  atrial  electrodes,  especially  if  the  right 
atrial  appendage  si  surgically  absent. 


Clinical  Implications 

The  clinical  significance  of  this  report  and  review  is 
that  in  spite  of  the  recent  advances  in  lead  technology  and 
the  generally  low  incidence  of  dislodgement,'"'  even 
atrial  active  fixation  leads  continue  to  dislodge. 
Immediate  repositioning  or  lead  replacement  is  indi- 
cated.’ The  rarity  of  documented  ventricular  stimulation 
by  dislodged  atrial  leads,  the  host  of  complex  electrocar- 
diographic manifestations  and  their  differentiation  from 
similar  pacemaker  events  and  malfunctioning,  are 
emphasized. 

Resumen:  En  este  artículo  se  repasa  la  dislocación  del 

electrodo  atrial  induciendo  estimulación  ventricular  y se 
describen  cuatro  de  estos  casos.  Esta  interesante  complica- 
ción de  un  electrodo  atrial  produciendo  depolarización 
ventricular  resulta  en  una  gama  de  manifestaciones  electro- 
cardiográficas  y vignettes.  Estas  experiencias  documen- 
tadas enfatizan  la  persistencia  infrecuente  de  este  evento, 
aun  con  la  utilización  de  modernos  electrodos  atriales 
pasivos  y activos  de  fijación. 
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If  you  haven’t  had 
a mammogram, 
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than  your  breasts 
’ ' examined. 


Find  the  time. 
Have  a mammogram. 
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Biología  del  Virus  de  Inmuinodeficiencia 
Humana:  Un  Repaso 
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Abstracto:  El  virus  de  inmunodefíciencia  humana 

(VIH)  es  un  retrovirus  responsable  de  la  condición  conocida 
como  SIDA  y se  presenta  desde  su  perspectiva  biológica.  Se 
describe  la  estructura  viral  y su  relación  a la  patogénesis  de 
la  infección  y a su  relación  con  las  manifestaciones  de  la 
enfermedad.  La  tecnología  para  la  detección  de  infección 
por  el  virus  se  describe  al  igual  que  la  importancia  de  sero- 
positividad.  Las  manifestaciones  se  describen  en  relación  al 
virus  y también  a la  posible  intervención.  No  tenemos  otra 
alternativa  que  no  sea  educación. 

El  Virus  de  Inmunodefíciencia  Human  (VIH)  es  el 
agente  etiológico  de  la  condición  conocida  desde 
1981  como  SIDA,  cuando  se  describen  los  primeros 
casos.  El  número  de  éstos  aumenta  constantemente  y 
para  mediados  de  1990  en  Puerto  Rico  hay  reportados 
sobre  4000  casos  y existe  un  número  de  personas  infec- 
tados que  varía  entre  35,000  y 250,000  dependiendo  de  los 
datos  estadísticos  y de  proyecciones  que  se  utilizen.  El 
VIH  se  trasmite  de  persona  a persona  por  relaciones 
sexuales  entre  infectado  y no  infectado,  por  la  sangre  y 
sus  productos,  compartiendo  agujas  y jeringuillas  y de 
madre  a feto.  Este  virus  tiene  la  capacidad  de  infectar  y 
luego  progresar  la  infección  lenta  y gradualmente.  En 
este  artículo  repasaremos  la  biología  del  virus  y las  mani- 
festaciones clínicas  generales. 

Biología  del  Virus: 

El  VIH  es  un  retrovirus,  un  lentivirus  que  se  caracteriza 
por  destruir  las  células  que  infecta,  en  contraste  a otros 
virus  de  la  familia  que  se  caracterizan  por  causar  prolife- 
ración de  células.  El  virus  es  uno  de  ácido  ribonucléico 
( ARN)  y tiene  en  su  médula  un  enzimo  llamado  transcrip- 
tasa  en  reverso  que  le  da  la  propiedad  a éste  para  repli- 
carse en  la  célula  infectada. 

La  estructura  del  virus  consiste  en  una  envoltura  y una 
médula.  En  la  envoltura  que  está  compuesta  por  una  capa 
lipida  bilaminada  donde  están  ancladas  las  proteínas  de 
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la  superficie,  que  son  la  glucoproteina  120  (gp  120)  y la 
glucoproteína  transmembranosa  41  (gp  41).  Este  com- 
plejo se  conoce  como  la  glucoproteina  160  (gp  160).  En 
la  superficie  del  virus  también  hay  antígenos  de  histo- 
compatibilidad.  En  la  médula  del  virus  se  encuentra  el 
ARN  con  sus  proteínas  asociadas,  el  nucleocápsido,  la 
transcriptasa  en  reverso  y la  proteína  medular  conocida 
como  p-24.  El  genoma  del  virus  tiene  genes  que  codifican 
para  cada  una  de  estas  estructuras  además  tiene  genes 
cuya  función  es  activar  o deactivar  la  función  del  virus. 

Una  vez  el  virus  infecta  a una  persona,  el  virus  prefe- 
rencialmente  infecta  a las  células  que  tienen  en  su  super- 
ficie un  receptor  CD-4.  El  receptor  CD-4  se  expresa  en  la 
superficie  de  ciertas  células  con  más  frecuencia,  entre 
éstas  están  los  linfocitos  T-4,  los  macrófagos,  todas  las 
células  derivadas  de  macrófagos  y células  dendríticas  en  el 
sistema  nervioso  central  entre  otras. 

El  proceso  de  infección  y replicación  del  virus  se 
conoce.  El  virus  circulando  reconoce  una  célula  con 
receptores  CD-4,  la  primera  interacción  es  entre  el 
receptor  CD-4  y la  glucoproteina  gp-120,  ocurre  el 
anclaje  inicial.  Una  vez  ésto  sucede  ocurre  una  rotación 
de  la  gp- 1 20  y la  gp-4 1 entonces  puede  hacer  la  función  de 
fundir  las  membranas  de  la  célula  y el  virus.  Una  vez 
ocurrido  ésto  el  material  genético  del  virus  (ARN,  sus 
proteínas  y transcriptasa  en  reverso)  pasan  a la  célula  que 
va  a infectar  y comienza  el  proceso.  La  transcriptasa  en 
reverso  permite  que  la  molécula  de  ARN  se  copie  y se 
forme  una  molécula  de  ácido  deoxyribonucléico  (ADN) 
que  se  replicará.  Ocurrirá  entonces  el  proceso  de  ensam- 
blaje del  virus  y la  expresión  inicial  del  virus  en  la  super- 
ficie infectada,  para  luego  liberarse  como  virus  libre.  En 
este  proceso  de  infección  pueden  ocurrir  tres  variantes: 
1)  replicación  viral  controlada  en  donde  la  expresión  del 
virus  es  gradual  y la  célula  sigue  viviendo.  Algunas  de 
estas  células  con  el  virus  en  la  superficie  pueden  fomar 
sincitios  con  otras  células  con  receptores  CD-4  y en  el 
proceso  una  célula  infectada  destruye  varias  otras  células 
no  infectadas,  2)  replicación  viral  rápida  con  destrucción 
de  la  célula  3)  integración  del  material  genético  del  virus 
al  genoma  celular  y entonces  entrar  en  una  latencia  per- 
fecta o sin  manifestaciones.  Puede  alterarse  esta  latencia 
por  deregulación  de  genes  como  tat,  a través  de  estímulos 
antigénicos  como  son  otras  infecciones  virales.  La 
infección  por  VIH  puede  progresar  una  vez  latente  a 
consecuencia  de  ésto. 
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Conociendo  este  proceso  puede  entenderse,  por  lo 
menos  parcialmente,  la  razón  por  la  cual  la  enfermedad 
' progresa  lentamente  pero  que  tiene  episodios  precipi- 
tosos de  progresión.  Siendo  el  linfocito  T-4  uno  con 
expresión  marcada  de  receptores  CD-4  en  su  superficie  es 
una  de  las  células  que  más  se  infecta.  El  linfocito  T-4  tiene 
un  rol  central  en  el  sistema  de  defensas  del  cuerpo  interac- 
cionando con  las  células  plamáticas,  la  maduración  de  los 
linfocitos  B,  la  maduración  de  los  linfocitos  citotóxicos 
(T-8),  proliferándose  a clonos  con  memoria,  induciendo 
! al  linfocito  T-8  a secretar  factores  supresores,  entre  otros. 

Al  destruir  linfocitos  T-4  afectamos  el  sistema  inmunoló- 
' gico  celular  y alteramos  la  función  del  sistema  inmunoló- 
• gico  humoral.  Observamos  una  progresión  gradual  del 
deterioro  de  la  función  inmunológica. 

El  Virus  y su  detección: 

Las  pruebas  para  detectar  infección  por  el  VIH  se  basa 
en  pruebas  que  miden  anticuerpos  en  contra  de  las 
proteínas  del  virus.  La  prueba  de  cernimiento  utiliza  la 
¡ técnica  de  ELISA  (ensayo  inmunoabsorbente  unido  a 
enzimos)  y se  utiliza  la  prueba  de  Western  Blott 
(detección  de  bandas  de  anticuerpos  en  contra  de 
proteínas  específicas)  para  confirmar  una  prueba  de 
' ELISA  positiva.  El  diagnóstico  puede  también  hacerse 
por  la  detección  de  la  proteína  p-24  y más  específica- 
mente por  las  técnicas  de  reacciones  en  cadena  de  polime- 
rasa  (PCR)  para  detectar  el  ADN  viral  o por  el  cultivo  del 
I virus. 

La  pruebas  de  detección  de  infección  tiene  su  lugar  y 
uso.  En  una  infección  primaria  la  primera  prueba  en 
I convertirse  en  positiva  es  el  antígeno  p-24  en  las  primeras 
semanas  y dura  positiva  por  varias  semanas.  Luego  no  se 
detecta,  si  se  detecta  en  el  curso  de  la  enfermedad  es  un 
índice  que  la  infección  esta  progresando. 

La  segunda  prueba  positiva  entre  1-2  semanas  después 
i de  detectar  p-24  es  anticuerpos  IgM,  esta  prueba  no  está 
disponible  comercialmente.  La  prueba  de  cernimiento 
I por  ELISA  detecta  anticuerpos  del  tipo  IgG  entre  6-12 
semanas  después  de  la  infección  y permanece  positiva  por 
I vida  en  la  mayor  parte  de  las  personas.  Es  importante 
apuntar  que  en  una  persona  recientemente  infectada  hay 
un  período  o “ventana”  en  donde  estando  infectado  y 
pudiendo  infectar  a otros  la  prueba  por  ELISA  es  nega- 
tiva. Este  período  puede  ser  tan  largo  como  13  meses. 

El  diagnóstico  de  infección  del  VIH  se  basa  en  una 
prueba  por  ELISA  positiva  confirmada  por  Western 
I Blott  u otra  prueba  confirmatoria  aceptada. 


Manifestaciones 

La  enfermedad  por  el  VIH  es  progresiva,  lenta  y por 
etapas  con  complicaciones  diferentes  dependiendo  del 
i estadio.  Comienza  con  una  infección  no  específica  y 
; termina  en  SIDA.  Siendo  SIDA  la  manifestación  última 
' de  la  infección  y caracterizada  por  compromiso  inmuno- 
lógico  de  tal  grado  que  la  persona  sufre  de  malignidades 
y/o  infecciones  oportunistas.  La  progresión  de  la  enfer- 
ij  medad  se  puede  medir  por  los  síntomas  y presentaciones 
• al  igual  que  objetivamente  midiendo  el  número  de  linfo- 


citos T-4  circulantes.  Las  etapas  comienzan  por  infección 
temprana  con  una  infección  aguda  (parecida  a mononu- 
cleosis), seguida  por  un  período  sin  sintomas  que  puede 
ser  de  8 a 10  años  o menos,  luego  manifestaciones  de 
nódulos  agrandados,  enfermedad  constitucional  crónica 
y finalmente  SIDA. 

La  infección  aguda  es  frecuentemente  asintomática 
pero  puede  presentarse  con  un  complejo  de  síntomas 
iguales  o parecidos  a mononucleosis  infecciosa  (fibre, 
fatiga,  agrandamiento  nodular)  o con  síntomas  neuroló- 
gicos  no  específicos  a veces  confundibles  con  encefalitis  o 
meningitis  viral  benigna.  Durante  esta  etapa  la  prueba 
por  ELISA  es  frecuentemente  negativa. 

La  fase  asintomática  puede  durar  muchos  años, 
durante  esta  fase  la  persona  infectada  puede  contagiar  a 
otros.  Los  primeros  síntomas  que  se  detectan  frecuente- 
mente son  los  nódulos  linfáticos  agrandados.  Estos  si 
están  presentes  en  dos  a mas  lugares  extrainguinales  por 
lo  menos  por  3 meses  sin  una  causa  conocida  es  razón 
para  evaluación. 

La  enfermedad  progresa  a la  fase  constitucional 
crónica  cuando  aparecen  síntomas  como  sudoración 
nocturna,  pérdida  de  peso,  fiebre,  diarrea,  malestar  y 
fatiga  entre  otros.  Se  encuentra  uno  o más  de  los 
siguientes  hallazgos  físicos  leucoplaquia  velluda,  herpes 
simplex,  herpes  zoster,  candidiasis  oral,  tinea,  linfadeno- 
patia  crónica,  anemia,  anergia  y disminución  en  los 
linfocitos  T-4. 

Einalmente  el  paciente  progresa  a SIDA,  que  puede 
tener  manifestaciones  neurológicas  primarias  como  ence- 
falopatía, mielopatía  o neuropatía  periférica,  o puede 
tener  manifestaciones  secundarias  en  varios  sistemas 
incluyendo  neurológicas  como  - encefalitis  por  herpes, 
toxoplasmosis,  retinitis  por  CM  W,  meningitis  por  cripto- 
cocos.  Manifestaciones  pulmonares  como  pulmonías  por 
Pneumocytis,  tuberculosis,  otras  pulmonías;  manifesta- 
ciones gastrointestinales  como  esofagitis  por  Candida, 
orofaringitis,  colitis,  diarreas,  etc.  y otras  condiciones 
como  son  tumores  en  la  piel  del  tipo  del  Sarcoma  de 
Kaposi,  linfomas,  etc.  Una  manifestación  importante  es 
el  síndrome  de  desgaste  y envejecimiento  prematuro. 


Intervención: 

No  es  nuestro  propósito  el  exponer  todas  las  avenidas 
de  tratamiento  para  las  complicaciones.  Para  la 
enfermedad  primaria  no  tenemos  cura,  tenemos  remedios 
paliativos  que  prolongan  la  vida. 

Para  la  infección  por  el  VIH  existe  en  el  mercado 
zidovudina  o Retrovir  conocido  también  como  AZT  que 
se  administra  en  una  dosis  entre  500  mg  y 1200  mg  por 
día.  Este  agente  evita  la  multiplicación  del  virus,  pero 
como  consecuencia  de  ésto  se  observan  efectos  secundarios 
como  anemia  y neutropenia.  La  combinación  de  este 
agente  con  acyclovir  ha  demostrado  resultados  variables. 
Se  visualiza  la  combinación  de  agentes  como  zidovudina, 
ddi,  ddc,  D4T  con  otros  agentes  como  interferón  alfa 
como  avenidas  terapéuticas. 

El  secreto  de  tratamiento  de  la  infección  por  VIH  en 
1990  no  está  en  los  medicamentos,  pero  en  la  prevención 
a través  de  educación  y modificación  de  conducta. 
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Abstract:  The  human  ímmunodefíciency  virus  (HIV)  a 

retrovirus  responsible  for  the  condition  known  as  AIDS  is 
presented  from  its  biologic  perspective.  The  viral  structure 
and  its  relation  to  the  pathogenesis  of  the  infection  is 
described.  The  course  of  the  celular  infection  is  described 
and  its  relation  to  the  manifestation  of  disease.  The  techno- 
logy for  detection  of  viral  infection  is  described  and  the 
importance  of  seropositivity.  The  manifestations  are 
described  in  relation  to  the  virus  as  well  as  the  possible 
intervention.  There  is  still  no  alternative  but  education. 
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Career  Choice  and  Professional  Trajectory 
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I 

i 

Abstract:  We  have  studied  the  professional  trajectory 

of  177  participants  of. the  Fifth  Pathway  Program  of  the 
University  of  Puerto  Rico  School  of  Medicine  between  July 
1973  and  June  1987.  Eighty  six  percent  of  the  students  were 
! Puerto  Rican.  Sixty  seven  per  cent  had  studied  in  the 
Universidad  Autónoma  de  Guadalajara.  Ninety  seven  per 
' cen  of  the  respondents  specialized  and  39  per  cent  subpecia- 
lized;  sixty  nine  per  cent  selected  primary  care  specialties 
Eighty  three  per  cent  of  the  fifth  pathway  participants  are 
licensed  to  practice  medicine  in  Puerto  Rico  and  37%  are 
1 licensed  to  practice  in  one  or  more  of  21  states  of  the 
Nation.  Twenty  one  per  cent  held  academic  positions  and 
11.4  percent  were  department  chairpersons  or  chiefs  of  sec- 
tions. The  professional  trajectory  of  Fifth  Pathway  partici- 
pants is  similar  to  that  of  medical  graduates  of  the 
l|  University  of  Puerto  Rico  School  of  Medicine. 

!'  T n 1972  the  Mayaguez  Medical  Center  inaugurated  a 
t X clinical  course  for  Puerto  Rican  students  graduating 
from  Spanish  speaking  medical  schools.  The  basic  pro- 
I gram  consisted  of  a two  month  clerkship  in  the  four 
major  medical  specialties  and  one  month  experience  in 
the  out-patient  and  emergency  sections.'  The  program 
was  intended  to  provide  medical  graduates  the  skills  and 
practical  experience  which  is  an  integral  part  of  medical 
education  in  LCME  Accredited  Schools. 

A few  months  later,  a similar  program  emerged  natio- 
nally responding  to  a need  created  by  students  graduating 
from  the  University  of  Guadalajara.  This  program  imple- 
mented the  policy  statement  published  in  1971  by  the 
I Council  on  Medical  Education  of  the  American  Medical 
Association.^  It  was  reasonably  simple,  therefore,  for  the 
¡ Mayaguez  Medical  Center,  to  be  among  the  first  ten 
hospitals  in  the  United  States  (US),  to  request  and  receive 
j approval  for  the  Fifth  Pathway  Program.  As  in  other 
states,  the  program  was  developed  to  benefit  residents  of 
Puerto  Rico  studying  in  foreign  medical  schools,  but 


*From  lite  Educational  Con.wriiiim  for  the  Clinical  Sciences  of  the 
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*** Director  of  the  Medical  Consortium  at  the  Mayaguez  Medical 
Center.  1975- I98J 


Other  qualified  american  nationals  (one  to  three  per  year) 
were  also  admitted. 

The  “Fifth  Pathway  Program”  permitted  an  American 
student  who  had  completed  the  usual  requirements  of 
premedical  education  in  the  US  and  the  classroom  work 
in  a foreign  medical  school  to  qualify  for  licensure  after  a 
year  of  a clinical  training  in  an  US  hospital  under  the 
supervision  of  an  accredited  US  medical  school.  This  year 
of  training  took  the  place  of  a rotating  clinical  clerkship 
(internship)  in  a foreign  school  and/or  the  year  of 
primary  care  (social  service)  required  in  some  countries 
before  granting  the  medical  degree.  Although  the  Fifth 
Pathway  was  eventually  sponsored  by  as  many  as  41  of 
the  126  medical  schools,  at  present  it  is  only  offered  by 
nine.^  The  program  remains  controversial  and  it  is  not 
well  received  universally.  An  acceptable  passing  rate  in 
the  licensing  examination  of  the  Federation  of  State 
Medical  Boards  (Flex)  has  shown  its  educational  effecti- 
veness'*’  ^ but  doubts  have  remained  as  to  the  quality  of 
the  professional  activity  of  the  graduates  and  whether 
they  could  aspire  to  achieve  the  profe.ssional  standing  of 
graduates  of  US  medical  schools. 

In  this  report  the  authors  present  the  favorable  results 
of  an  inquiry  in  the  professional  trajectory  after  certifica- 
tion of  participants  of  the  Fifth  Pathway  Program  of  the 
University  of  Puerto  Rico  from  July  1973  to  June  1987. 


Methods 

From  July  1973  to  June  1987,  255  students  completed 
the  Fifth  Pathway  Program  sponsored  by  the  Puerto  Rico 
School  of  medicine  in  the  affiliated  regional  hospitals  of 
Mayaguez  and  Caguas.  To  their  last  known  address  a 
friendly  letter  was  sent  by  the  authors,  the  previous  and 
present  directors  of  the  program.  The  letter  explained  our 
interest  in  obtaining  their  professional  trajectory  through 
a standard  questionaire  enclosed.  Addresses  were 
generally  obtained  from  records  of  the  participants.  A 
better  address  was  searched  for  those  whose  letter  was 
returned  or  who  had  not  answered  in  the  ensuing  six 
months.  Using  telephone  directories  and  personal 
contacts  through  other  member  of  the  class  we 
successfully  reached  another  fifteen  participants  (5.9  per 
cent). 
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The  questionaire  requested  the  current  address,  year  of 
certification  by  the  program,  date  they  began  and 
finished  their  post-graduate  training,  whether  they  were 
certified  or  not  in  their  specialty,  the  type  of  practice  they 
had,  the  academic  or  administrative  positions  held,  the 
name  of  the  state  where  they  were  licensed  to  practice  and 
date  of  licensure.  A space  was  alloted  for  general 
comments  about  the  program. 

One  hundred  and  seventy  seven  or  69  percent  of  the 
participants  answered  the  questionaire.  The  letters  to  28 
(11%)  were  returned  because  of  a faulty  address.  From  5 1 
(20%)  no  answer  was  obtained.  The  answered  questionaires 
are  the  basis  of  our  report. 

Results 

Students  of  12  schools  filled  the  requirements  for 
admission.  (Table  1)  As  it  happened  elsewhere,  most  of 
the  students  accepted  (67  percent)  were  from  the 
Universidad  Autónoma  de  Guadalajara.  Only  seven 
percent  came  from  other  Mexican  Schools.  Twenty  five 
percent  of  the  participants  had  trained  in  four  of  the 
better  known  schools  in  the  Dominican  Republic.  (No 
students  from  the  various  schools  in  the  Caribbean  off- 
shore islands  were  accepted) 


Table  1 


Foreign  Medical  Schools  and  Number  of  Students  Graduated 
from  these  Schools  accepted  in  Fifth  pathway  Programs  from 
1973-1987 


School 

Country 

Number  Admitted 

— U.  ,Aiu.  de  Guadalajara 

México 

118 

— U.  Monlemorelos 

México 

1 

— LI.  Monterrey 

México 

3 

— U.  Aut.  Puebla 

México 

5 

— U.  La  Salle 

México 

1 

— U.  Aut.  Ciudad  de  .luárez 

México 

1 

— IJ.  Aut.  de  Tamaulipas 

México 

1 

— U.  Aut.  de  Santo  Domingo 

Dominican 

Republic 

18 

— U.  Central  del  Lste. 

Dominican 

San  Pedro  Macoris 

Republic 

18 

— U.  Madre  v Maestra 

Dominican 

Santiago  de  los 

Caballeros 

Republic 

9 

— IJ.  Pedro  Henriquez 

Dominican 

Ureña.  Santo  Domingo 

Republic 

1 

— U.  Aut.  de  Barcelona 

Spain 

1 

Eighty  six  percent  of  the  students  admitted  were  Puerto 
Rican  residents  studying  abroad  (Table  2).  Eighty  three 
percent  of  them  were  licensed  to  practice  in  Puerto  Rico 
(Table  3),  seventeen  per  cent  did  their  post-graduate 
training  and  chose  to  practice  in  the  mainland.  Thirty 
seven  percent  of  the  respondents  were  licensed  to  practice 
in  one  or  more  states  of  the  United  States.  Six  did  not 
indicate  where  they  were  licensed.  The  licensure  in  Puerto 
Rico  of  83  percent  of  the  respondents  was  corroborated 
by  the  Puerto  Rico  Board  of  Medical  Examiners. 

Ninety  seven  percent  of  the  respondents  specialized 
(Table  4).  Sixty  nine  percent  selected  the  primary  care 


Table  2 


Country  of  Origin  of  Fifth  Pathway  Participants 

Puerto  Rico 

153 

Continental  U.S.A. 

18 

Cuba 

5 

Spain 

1 

Total 

Table  3 

177 

Place  Where  Fifth  Pathway  Participants  were  Licensed  to 
Practice  in  1988* 

California 

7 New  Jersey 

5 

Conneticut 

2 New  York 

19 

Florida 

7 Ohio 

4 

Georgia 

8 Oklahoma 

2 

Illinois 

4 Pennsylvania 

5 

Indiana 

2 Puerto  Rico 

127 

Lousiana 

3 Tennessee 

1 

Maryland 

1 Texas 

1 

Massachusetts 

3 Washington  D C. 

2 

Michigan 

2 Wa.  State 

2 

Minnesota 

1 West  Virginia 

I 

+40 

+ 169 

‘Some  participants  have 

more  than  one  licence. 

Table  4 

Specialty  Selected  by  Puerto  Rico  Fifth  Pathway  Program 
Participants.  Number  and  Percent  Certified  in  their  Specialty. 
Number  and  Percent  with  Subspecialty  Training.* 


Name 

No. 

% 

Board 

Certification 

No.  % 

Sub  Specialty 
Training 

No.  & 

Internal 

Medicine 

44 

24.9 

8 

18.2 

22 

50.0 

Pediatrics 

34 

19.8 

10 

28.6 

9 

25.7 

Obstetrics 

Gynecology 

31 

17.5 

1 1 

35.4 

6 

19.4 

Surgery 

23 

13.0 

4 

17.4 

8 

16.0 

Family 

Medicine 

12 

6.8 

3 

25.0 

2 

4.0 

Psychiatry 

10 

5.6 

3 

30.0 

1 

2.0 

Anesthesiology 

7 

4.0 

1 

14.2 

2 

4.0 

Radiology 

6 

3.4 

1 

16.7 

- 

- 

Pathology 

1 

.6 

0 

- 

- 

- 

Physical 

Medicine 

2 

I.I 

0 

. 

_ 

_ 

Total 

172 

41 

23.8 

50 

29 

♦Five  of  the  participants  (3  percent)  went  into  general  practice  after  internship. 


specialties  of  family  practice,  internal  med'cine,  pediatrics 
and  obstetrics-gynecology.  Thirteen  percent  chose  surgery 
and  18  percent  all  the  other  specialties.  Fifty  of  those 
specializing  (28.2  percent)  were  certified  by  their  specialty 
board.  Thirty  one  percent  subspecialized.  Twenty  one 
percent  held  academic  positions  and  11.4  percent  were 
department  chairpersons  or  chiefs  of  sections.  The  types 
of  medical  practice  were  as  follows:  44.9  percent  solo, 
20.8  percent  group,  13.5  percent  government,  and  20.8 
percent  academic. 
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Discussion 

The  United  States  Foreign  Medical  Graduates  (USFMG) 
have  been  the  subject  of  heated  controversies  in  graduate 
medical  circles  for  many  years.  Although  the  brunt  of 
criticism  is  appropriately  leveled  to  graduates  of  offshore 
Caribbean  Medical  Schools,  graduates  of  Fifth  Pathway 
Programs  have  not  been  above  suspicion.  It  was  of 
interest,  therefore,  to  document  the  positive  professional 
trajectory  of  this  particular  group. 

The  success  of  graduates  from  the  University  of  Puerto 
Rico  program  is  a result  of  selection  and  the  specific 
course  requirements.  Initially  we  used  for  selection  a 
grade  of  70  percent  or  better  in  the  test  of  the  Educational 
Commission  for  Foreign  Graduates  (ECFMG)  or 
seventy  five  (75)  percent  or  better  on  the  basic  sciences 
part  and  sixty  five  (65)  percent  or  better  in  the  clinical 
part  of  the  Puerto  Rico  Examination  Test  (PRET).  The 
PRET  was  designed  by  the  Educational  Testing  Service  in 
Princeton  for  the  evaluation  of  postdoctoral  students 
who  had  failed  the  examination  of  the  Puerto  Rico  Board 
of  Medical  Examiners  and  had  requested  a remedial 
course  from  our  Medical  School. 

Those  participants  already  certified  by  the  ECEMG 
i were  exempt  from  the  final  written  examination.  Those 
j not  yet  certified  were  encouraged  to  sit  for  the  next 
I examination;  and  if  they  obtained  certification  they  were 
I also  exempt  from  a final  written  examination.  All  others 
j participants,  besides  having  a passing  grade  in  each  of 
I their  clinical  rotations,  had  to  pass  both  parts  of  the 
i PRET  with  a grade  of  75  or  better.  If  they  failed  the  test 
I they  were  allowed  one  month  for  study  and  then  retested. 

After  January  1,  1981  all  fifth  pathway  participants 
! were  required  75  percent  or  better  in  the  medical  part  of 
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the  ECEMG  to  enter  the  course.  Since  1985  it  was 
required  to  have  approved  Part  1 of  the  Foreign  Medical 
Graduate  Examination  in  the  Medical  Sciences  (EMGEMS) 
to  enter  the  program.  To  receive  the  certificate  indicating 
completion  of  the  program,  participants  had  to  approve 
Part  2 of  the  EMGEMS. 

The  clinical  rotations  were  patterned  after  fourth  year 
clinical  clerkships  or  junior  internships.  The  participants 
were  assigned  about  one  third  of  the  admissions  assigned 
to  an  intern.  Their  histories  and  physicals  were 
escrutinized  and  their  procedures  with  patients  carefully 
supervised.  At  the  end  of  their  10  month  program  their 
knowledge  of  pathophysiology  had  increased  greatly  and 
they  had  more  skills  than  recent  graduates  of  our  four 
year  program. 

Only  one  of  256  participants  failed  to  obtain 
certification  from  the  University  of  Puerto  Rico,  School 
of  Medicine.  The  broad  acceptance  of  our  fifth  pathway 
graduates  is  refiected  in  their  impressive  professional 
trajectory  and  the  many  states  who  have  granted  them 
licensure. 
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Endangered 

Species 


The  American  physician  isn't  extinct.  But 
your  freedom  to  practice  is  endangered. 
Increasing  government  intervention  is  threat- 
ening the  quality  of  medicine  — and  your 
right  to  function  as  an  independent  profes- 
sional. The  government,  responding  to  myr- 
iad cost-containment  pressures,  has  taken  a 
greater  role  in  legislating  reimbursement 
methods,  payment  levels  and  even  access 
to  care. 


You  can  fight  back.  The  American  Medical 
Association  is  your  best  weapon.  No  other 
organization  can  so  effectively  reach  the 
national  policymakers  who  will  help  deter- 
mine your  future  and  the  future  of  medicine. 

Join  the  AMA.  We' re  fighting  for  you  — 
and  your  patients. 

For  information,  call  collect  (312)  645-4783. 

The  American  Medical  Association 

535  North  Dearborn  Chicago,  Illinois  60610 

° 144 
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The  Raffucci  Forum  and  Honor  Lecture  - 
10  Years  Later 

E.  A Santiago  Delpin,  MD,  MS,  FACS 


Francisco  L.  Raffucci  Arce  one  of  our  pioneer 
cardiovascular  surgeons  and  surgical  researchers 
died  untimely  in  October  of  1971.  A product  of  the 
Second  World  War  medical  education  system  at  the 
University  of  Maryland,  he  was  “discovered”  by 
Dr.  Owen  H.  Wangensteen  who  took  him  to  the 
University  of  Minnesota  to  further  his  surgical  education. 
In  Minnesota  he  became  immediately  involved  in  surgical 
research  and  in  heart  surgery.  This  was  the  time  when 
cardiac  surgery  and  extracorporeal  circulation  were 
developing  and  there  was  fenomenal  activity  and  enthu- 
siasm by  the  pioneers  of  this  and  other  surgical  disci- 
plines. 

After  his  training  he  came  back  to  Puerto  Rico  to 
develop  surgical  research  and  cardiac  surgery  in  our 
island.  He  was  very  successful  in  both  endeavors  and  his 
achievements,  together  with  his  constant  and  contagious 
enthusiasm,  and  with  the  already  evident  commitment  to 
teaching  of  students  and  residents  made  him  chairman  of 
the  Department  of  Surgery  of  the  University  of  Puerto 
Rico  Medical  School.  Although  his  career  was  brief,  his 
contributions  were  great  and  he  could  sense  at  the  end  of 
his  life  that  his  knowledge,  intellect  and  personality  were 
to  have  an  important  impact  in  surgical  education  in  our 
island.  Dr.  Raffucci  fought  against  sarcoidosis,  but  the 
disease  eventually  took  its  toll  and  he  died  aware  that 
some  of  his  students  would  continue  his  work. 

Dr.  Raffucci  was  the  pioneer  of  cardiac  surgery  in 
Puerto  Rico.  In  addition  to  performing  the  initial  cases 
himself,  he  created  a Cardiac  Service  and  a Cardiac 
Program,  and  he  took  care  of  developing  the  environ- 
ment necessary  to  carry  out  successful  cardiac  opera- 
tions, including  the  training  of  all  necessary  personnel. 


Supported  in  part  by  grants  from  the  Good  Samaritan  Foundation  and 
by  Educational  Grants  from  the  F.L.  Raffucci  Surgical  Education 
Foundation,  and  Sandoz  Company. 
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In  surgical  research,  he  created  the  Surgical  Research 
Laboratory  which  during  his  lifetime  made  important 
contributions  in  the  areas  of  heart-lung  transplantation, 
autotransfusions,  pancreatitis  and  pig  liver  perfusion. 
After  his  death,  the  Laboratory  continued  an  active 
trajectory  with  contributions  on  organ  protection  and 
preservation,  lipids  and  immunity,  pediatric  surgery, 
wound  healing,  and  surgical  models.  He  would  be  proud 
to  know  that  the  Laboratory  continued  projecting  itself 
in  the  international  community  after  his  death. 

In  surgical  education,  he  not  only  trained  good 
surgeons  but  he  created  a school.  This  school  would  be 
committed  to  the  pursuit  of  excellence  in  surgical  care 
and  in  teaching.  Some  of  its  students  would  be  destined  to 
become  surgical  educators  and  surgical  leaders. 

The  Raffucci  Forum  and  Memorial  Lecture 

In  an  attempt  to  foster  surgical  investigation  by  our 
surgical  students  and  residents,  and  in  order  to  honor  and 
further  the  memory  of  this  pioneer  leader,  a group  of 
surgeons  from  the  Medical  School,  the  Veterans 
Administration  Hospital,  and  the  American  College  of 
Surgeons  — Puerto  Rico  Chapter,  decided  to  create  an 
activity  as  part  of  the  annual  congress  of  the  Puerto  Rico 
Chapter  of  the  College,  to  serve  as  forum  for  presentation 
by  our  residents.  The  Chapter  endorsed  this  initiative  by 
providing  space  and  time  during  the  congresses.  The 
financing  would  initially  be  provided  by  the  recently 
created  F.L.  Raffucci  Surgical  Education  Foundation  as 
well  as  from  other  donations.  Sandoz  Pharmaceutical 
Company  eventually  became  a constant  partner  and 
supporter  of  this  activity  through  the  years. 

The  Honor  Lecture 

Dr.  Owen  Wagensteen  would  have  been  the  first 
Honor  Lecturer  of  this  Memorial  Lecture.  However,  he 
died  a few  weeks  before  the  activity  and,  with  very  brief 
notice.  Dr.  Ben  Eiseman,  an  excellent  friend  and  colla- 
borator of  Dr.  Raffucci’s  in  the  liver  experiments, 
accepted  to  be  the  first  lecturer.  Dr.  Eiseman  gave  an 
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excellent  personal  survey  of  Dr.  Raffucci’s  life  and  contri- 
butions and  his  impact  in  Puerto  Rico  as  he  perceived  it. 
For  the  second  honor  lecture,  Dr.  Norman  Shumway 
gave  his  experience  on  cardiac  transplantation,  a super  B 
presentation  full  of  his  own  personal  insights.  In  1983, 
Dr.  C.  Walton  Lillehei  reviewed  the  period  of  the  early 
1950’s  at  the  University  of  Minnesota  and  the  contribu- 
tions that  the  brilliant  group  of  that  period  made  in 
thoracic  and  heart  surgery,  shock,  physiology  and  meta- 
bolism. Dr.  Richard  Egdhal  in  1984,  reviewed  his  life- 
long experience  on  endocrine  surgery,  and  its  importance 
in  the  surgical  armamentarium;  his  contributions  and 
dedication  were  evident.  In  1985,  Dr.  Lloyd  McLean, 
another  surgical  researcher  with  a life-long  committment 
to  shock  and  surgical  physiology,  reviewed  the  contribu- 
tions of  the  field  and  of  his  laboratory.  Dr.  J.  Bradley 
Aust  presented  a lecture  in  1986  on  the  history  of  major 
amputations  and  of  his  contributions  in  the  field. 
Dr.  Arnold  S.  Leonard  reviewed  in  1987  Dr.  Wangensteen’s 
immense  influence  on  American  surgery  which  made  him 
one  of  the  truly  great  teachers  of  this  century. 
Dr.  Mario  R.  Garcia  Palmieri,  who  took  the  reigns  of 
the  Department  of  Medicine  at  the  time  that  Dr.  Raffucci 
took  the  chair  of  surgery,  analyzed  his  experience  and 
that  of  others  on  the  trials  and  reviews  of  coronary  artery 
disease.  In  1989,  I substituted  for  our  guest  speaker  who 
was  ill,  and  presented  my  work  of  several  years  on  nutri- 
tion and  immunity,  especially  the  experiments  on  the 
impact  of  lipids  on  the  immune  response.  On  the  Tenth 
Anniversary,  Dr.  Ward  Griffen,  current  Executive 
Director  of  the  American  Baord  of  Surgery,  discussed 
surgical  education.  His  paper  is  presented  as  an  accom- 
panying contribution. 

The  Surgical  Forum 

A total  of  68  abstracts  have  been  presented  in  these  ten 
years.  All  abstracts  presented  work  performed  by  young 
surgical  researchers  including  young  faculty,  residents, 
medical  students,  graduate  students,  undergraduate 
students,  or  on  surgically  relevant  topics.  Of  these,  30  were 
clinical  studies  and  38  were  in  vitro  or  animal  research. 
The  proportion  of  in  vitro  and  animal  studies  has 
gradually  increased  through  the  years.  Presentations 
have  been  made  mostly  from  the  Surgical  Research  Labo- 
ratories of  the  University  of  Puerto  Rico,  Immunology 
Laboratory  (Department  of  Pathology),  University  of 
Puerto  Rico,  Ponce  Regional  Hospital,  Mayaguez 
Medical  Center,  Puerto  Rico  Nuclear  Center,  University 
Hospital,  Immunology  and  Flow  Cytometry  Labora- 
tories (Department  of  Microbiology)  University  of 
Puerto  Rico,  Ponce  Oncologic  Hospital,  San  Juan 
Veterans  Administration  Hospital,  Ponce  Medical 
School,  Neurosurgery  Department,  Washington  Univer- 
sity in  St.  Louis,  San  Juan  Municipal  Hospital,  Auxilio 
Mutuo  Hospital,  University  of  Minnesota,  Caguas 
Regional  Hospital,  University  of  Pittsburgh,  Center  for 
Disease  Control,  Boston  University.  Presentations  from 
universities  outside  Puerto  Rico  were  mostly  by  Puerto 
Rican  residents  and  students  in  those  universities. 


The  Tradition 

Ten  years  is  too  short  a span  of  time  to  call  this  activity 
a tradition,  but  it  augurs  a tradition.  At  least,  it  demons- 
trates a serious  effort  from  many  institutions  in  our  island 
to  include  research  as  part  of  their  academic  agenda.  This 
recognition  is  extremely  important  in  the  identification 
and  formation  of  young  surgeons  with  the  vocation  for 
science.  This  is  particularly  timely  now  that  there  is  a 
general  decrease  in  the  rate  of  recruitment  and  training  of 
new  biomedical  scientists. 

Of  particular  importance  is  the  participation  of  world 
leaders  in  surgery  in  this  tradition.  Their  endorsement 
reflects  not  only  the  long  standing  friendship  each 
speaker  had  with  Dr.  Raffucci,  but  also  a committment 
with  sharing  their  own  experience,  and  bringing  a 
message  of  stimulation  to  the  young  surgical  academi- 
cian. The  F.L.  Raffucci  Honor  Lecture  and  Surgical 
Forum  reflects  our  collective  intent  and  committment  to 
surgical  excellence  and  academic  surgery. 


Table  1 

The  First  Lecture  and  Forum 


HONOR  LECTURER:  BEN  EISEMAN 

“YOUR  PRICELESS  TRADITION  OE  EXCELLENCE; 

THE  RAFFUCCI  HERITAGE” 

Paper  Presentations: 

PSEUDOCYSTS  OFTHE  PANCREAS:  EXPERIMENTAL  MODEL 
AND  CLINICAL  APPLICATIONS. 

Roberto  Novoa.  Pedro  J.  Roselló 

ORGAN  ISCHEMIA  AND  THE  PRODUCTION  OF  AUTO- 
AUTOBODIES 

M.S.  Rodriguez,  F.L.  Raffucci,  J.  Ramírez-Sánchez,  E.A.  Santiago-Delpin 

AMBULATORY  SURGERY  — EXPERIENCE  AT  THE  PONCE 
REGIONAL  HOSPITAL 

Raúl  A.  Armstrong,  Efrain  Nazario  Cintron 

NONSPECIFICITY  OF  ELEVATED  SERUM  PHOSPHATE  LEVELS 
IN  THE  DIAGNOSIS  OF  INTESTINAL  ISCHEMIA 

Luis  Morales,  Manuel  Lores,  Pedro  J.  Roselló 

HORMONAL  AND  TESTICULAR  VOLUME  STUDIES  IN 
CRYPTORCHIDISM 

Roberto  Novoa,  Pedro  J.  Roselló,  C.  Milazzo 

DETERMINANTS  OF  MASSIVE  IRREVERSIBLE  REJECTION  IN 
KIDNEY  TRANSPLANTATION  IN  MAN 

Zulma  A.  González,  Eduardo  A.  Santiago  Delpin 

AWARD  PRESENTATION 

Ana  Raffucci,  Ben  Eiseman 
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Table  2 


Table  3 


The  1982  Lecture  and  Forum 


The  1983  Lecture  and  Forum 


HONOR  LECTURER:  NORMAN  SHUMWAY 

“PRESENT  AND  EUTURE  OF  CARDIAC  TRANSPLANTATION” 

PAPER  PRESENTATIONS: 

MECHANISMS  OF  EXPERIMENTAL  REFLUX  ESOPHAGITIS 
G.  Ramirez-Schon,  E.  Rivé-Mora,  R.  Labat,  F.L.  Raffucci 
(Posthumous). 

SURGICAL  ASPECTS  IN  THE  CONSERVATIVE  MANAGEMENT 
FOR  EARLY  BREAST  CANCER 

R. J.  López-Mújica,  V.A.  Marcial,  J.M.  Tomé,  J.  Ubiñas. 

A HIGH  INCIDENCE  OF  FAILED  DELAYED  HYPERSENSITIVITY 
IN  HEMODIALYSIS  PATIENTS  DOES  NOT  CORRELATE  WITH 
. INCREASED  MORBIDITY. 

S.  de  Echegaray,  L.  Ruiz,  R.E.  Ramirez,  E.A.  Santiago-Delpin. 

THE  PROGNOSTIC  VALUE  OF  SURGERY  IN  THE  STAGING  OF 
HODGKIN’S  DISEASE:  EXPERIENCE  AT  UNIVERSITY 
DISTRICT  HOSPITAL 

J.R.  Santana,  V.A.  Marcial,  A. A.  Ydrach,  E.  Vélez-García. 

RELEVANT  FACTORS  IN  SKIN  GRAFT  SURVIVAL  IN  MICE 
Z.  González,  E.A.  Santiago  Delpin 

PENETRATING  NECK  WOUNDS:  RESULTS  OF  TREATMENT 

L. A.  Morales,  P.J.  Roselló 

INDUCED  CHANGES  IN  THE  MICROVASCULATURE  OF  THE 
RAT  ADRENAL  GLAND  AFTER  THE  ADMINISTRATION  OF 
STEROIDS,  CORTICOTROPIN  AND  ORTHOPARA-D’DD 
A.C,  Rius,  P.  Defendini-Susoni,  R.A.  Dieppa,  R.E.  Fortuño 

ESOPHAGEAL  ATRESIA  AND  TRACHEOESOPHAGEAL 
FISTULA  AT  THE  PONCE  REGIONAL  HOSPITAL 
E.E.  Ubiñas,  V.  Carlo,  A.  Armstrong,  P.J.  Roselló 

HEPATIC  FUNCTION,  HISTOPATHOLOGY  AND  BILIARY 
FLORA  ALTERATIONS  IN  CHRONIC  CHOLECYSTITIS 

M.  Ramirez,  M.  Blasini,  P.J.  Roselló 

PROTECTION  AGAINST  PERITONEAL  SEPSIS  BY  A 
POLYANTIGENIC  VACCINE 

M.  Rosario,  M.  Llende,  S.  de  Echegaray,  E.A.  Santiago-Delpin, 

J.  Colón,  A.  Marchand 

CLOSURE:  ANA  RAFFUCCI,  NORMAN  SHUMWAY 


HONOR  LECTURER:  C.  WALTON  LILLEHEI 

“RESEARCH,  SERENDIPITY  AND  HETERODOXY: 

HOW  WE  GOT  THERE” 

PAPER  PRESENTATIONS: 

PROTECTION  AGAINST  FECAL  PERITONITIS  BY  A 
POLYANTIGENIC  VACCINE 

Sally  Echegaray,  Marta  Llende,  Julio  1.  Colón,  Angel  A.  Marchand, 

Eduardo  A.  Santiago  Delpin 

RETROSPECTIVE  REVIEW  OF  CARCINOMA  OF  THE  BREAST 
AT  PONCE  ONCOLOGICAL  HOSPITAL 

Jorge  J.  Justiniano,  Maria  C.  Iguina,  Raúl  A.  Armstrong 

ASSOCIATION  OF  TROPICAL  SPRUE  WITH  HISTOCOMPATI- 
BILITY Antigens  of  the  hla-awi9  group 

Edna  Nettleship,  Rodrigo  Menéndez  Corrada, 

Gustavo  Ramirez  de  Arellano,  Edaurdo  A.  Santiago  Delpin 

MOTOR  COMPONENTS  OF  VELOPHARINGEAL  MUSCULATURE 
IN  THE  CAT  (FELIS  DOMESTICAL) 

José  J.  Rivera-Colón,  Walter  L.  Stiehl,  Carmen  E.  Cabrera  de  Stiehl 

CSF  ASCORBIC  ACID  CONTENT  IN  NEUROPATHOLOGIC 
CONDITIONS 

Ricardo  H.  Brau,  Sixto  García 

SEROLOGICAL  STUDIES  ON  VIRAL  INFECTIONS  IN  KIDNEY 
TRANSPLANT  RECIPIENTS 

Zulma  A.  González,  Eduardo  A.  Santiago  Delpin 


Table  4 


The  1984  Lecture  and  Forum 


HONOR  LECTURER:  RICHARD  EGDAHL 

“AN  UPDATE  ON  ENDOCRINE  SURGERY” 

PAPER  PRESENTATIONS: 

PROPHYLAXIS  IN  ABDOMINAL  SURGERY:  MOXALACTAM 
VS  CEFAZOLIN,  THE  FIRST  100  PATIENTS 

A.  Torres,  R.  Ramirez  Ronda,  J.  Maldonado,  C.H.  Ramirez  Ronda, 

J.  Amadeo. 

PROSTAGLANDIN  PRODUCTION  AND  PLATELET  REACTIVITY 
OF  SMALL  DIAMETER  GRAFTS 

B. T.  Allen,  M.J.  Welch,  J.A.  Long,  C.A.  Sicard. 

HEMODIALYSIS-ASSOCIATED  CARPAL  TUNNEL  SYNDROME 

J.L.  Zamora,  J.E.  Rose,  V.  Rosario,  G.P.  Noon. 

FACTORS  AFFECTING  OUTCOME  OF  KIDNEY 
TRANSPLANTATION 

Z.  González,  E.A.  Santiago  Delpin. 

PENETRATING  DUODENAL  INJURIES:  PRIMARY  REPAIR/ 
RESECTION  VS  “ROUTINE  ADDITION”  OF  DECOMPRESSIVE 
OSTOMY/SEROSAL  PATCH 

R.  Ivatury,  G.  Ramirez-Schon,  E.  Ascer,  N.  Nallathambi,  J.  Gaudino, 

W.  Stahl. 

NUTRITIONAL  ASSESSMENT  IN  ELECTIVE  SURGICAL 
PATIENTS 

H.C.  Ramos,  W.M.  Rodriguez,  L.F.  Sala,  A.  Ferriol,  Z.  Mateo, 

M.  Feliciano. 


117 


The  Raffucci  Forum  and  Honor... 


Vol.  SJ  Num.  J 


Table  5 


Table  7 


The  1985  Lecture  and  Forum 


The  1987  Lecture  and  Forum 


HONOR  LECTURER:  LLOYD  D.  MACLEAN,  MD 
SHOCK:  A CENTURY  OF  PROGRESS 

PAPER  PRESENTATIONS 

EVALUATION  OF  DIFFERENT  METHODS  OF  REPAIR  OF  THE 
RAT  SCIATIC  NERVE 

N.  Debs,  N.  Cruz,  R.  Fiol,  C.  Portocarrero. 

INDOCYANINE  GREEN  CLEARANCE  AS  AN  INDICATOR  OF 
FUNCTIONING  HEPATIC  CELL  MASS 

E.  Cardona,  G.  Ramirez-Schon,  M.  Alvarado. 

THE  RISK  OF  COLORECTAL  CARCINOMA  AFTER 
CHOLECYSTECTOMY 

L.  Morales-Otero,  G.  Quevedo,  E.  Ramos,  P.J,  Roselló,  J.  Velázquez. 

THE  EFFECT  OF  LIPID-SUPPLEMENTED  DIETS  ON  SERUM 
LIPIDS  IN  THE  RAT,  AND  ITS  IMPACT  ON  LYMPHOCYTE 
TRANSFORMATION 

P.  González,  E.A.  Santiago  Delpin,  C.  Estrada,  M.E.  Jacobo, 

R.  Morales. 

INHIBITION  OF  PERITONEAL  AND  INTESTINAL  ADHESION 
FORMATION  BY  INTRAABDOMINAL  APPLICATION  OF 
32%  DEXTRAN-70 

G.  Luigi,  W.  Stiehl. 

THROMBUS-FREE  SURFACE  IN  PLATELET  REACTIVITY  IN 
SMALL  DIAMETER  VASCULAR  GRAFTS 

B.  Allen,  K.  Lee,  C.J.  Mathias,  M.  Welch,  G.  Sicard. 


Table  6 


The  1986  Lecture  and  Forum 


HONOR  LECTURER:  J.  BRADLEY  AUST 
HISTORICAL  DEVELOPMENTS  OF  MAJOR  AMPUTATIONS 
PAPER  PRESENTATION: 

INHIBITION  OF  VASO  ACTIVE  SUBSTANCES  IN  THE  CANINE 
ENDOTOXIN  SHOCK:  HISTAMINE  AND  PROSTAGLANDIS 
J.  O’Neill,  P.  Lowry,  N.  Cruz. 

NEUROLOGICAL  COMPLICATIONS  AFTER  KIDNEY 
TRANSPLANTATION 

L.  Morales,  Z.  González,  E.A.  Santiago-Delpin. 

REVERSAL  OF  DELETERIOUS  EFFECT  OF  ADRIAMYCIN  ON 
SKIN  GRAFTS 

M.  Matos,  N.  Cruz. 

THE  EFFECT  OF  CHOLESTEROL  ON  THE  IMMUNE  RESPONSE 

N.  Prado,  C.  Estrada,  M.C.  Rodriguez,  1.  Rodriguez,  R.  Morales, 
E.A.  Santiago  Delpin. 

PREGNANCY  AND  CHILDBIRTH  AFTER  KIDNEY 
TRANSPLANTATION 

C.  San  Miguel,  E.A.  Santiago  Delpin,  Z.  González,  R.  Axtmayer. 

RECTAL  MYECTOMY  IN  THE  MANAGEMENT  OF  SHORT 
SEGMENT  HIRSCHPRUNG’S  DISEASE 
J.  Cebollero,  V.N.  Ortiz. 


HONOR  LECTURER:  ARNOLD  S.  LEONARD 

THE  WANGENSTEEN  INFLUENCE  ON  AMERICAN  SURGERY 

PAPER  PRESENTATION: 

HYPERDYNAMIC  SEPSIS  DOES  NOT  INHIBIT  HEPATIC 
KETOGENESIS. 

Alden  P.,  González-Cancel  L,  Morton  T.,  Chou  R.,  Cerra  F.B. 

FLOW  CYTOMETRY  AND  IMMUNOFLUORESCENCE  STUDIES 
OF  LYMPHOCYTES  FROM  MICE  ON  HIGH  CHOLESTEROL 
DIETS 

Ayala  D.,  Alonso  N.,  Echegaray  F.  Lavergne  J.,  Santiago-Delpin  E.A. 

OXYGEN  FREE  RADICAL  SCAVENGERS  FOR  RENAL 
PRESERVATION 

Baron  P.,  Casas  C.,  Heil  J.,  Sutherland  D.E.R. 

MUSCLE  FLAPS  IN  THE  MANAGEMENT  OF  VASCULAR 
GRAFTS  IN  CONTAMINATED  WOUNDS:  AN  EXPERIMENTAL 
STUDY  IN  DOGS. 

Canario  Q.M.,  Cruz  N.I. 

THE  EFFECT  OF  TICLOPODINE  AND  ASPIRIN  ON  PLATELET 
DEPOSITION  AND  GRAFT  PATENCY  OF  SMALL  DIAMETER 
VASCULAR  GRAFTS 

Valentin  L.,  Sicard  G.A.,  Freeman  M B.,  Neuberger  S,  Anderson  C.B. 

THE  USE  OF  NITROGEN  OUTPUT  TO  CALCULATE  THE 
RESTING  ENERGY  EXPENDITURE 

Cardona  E.,  Ortiz  V.,  Ramirez  Schon  G. 

IMMUNOSUPPRESSION  AND  PANCREAS  TRANSPLANTATION 

Prieto  M.,  Sutherland  D.E.R.,  Fernández-Cruz  L.,  Heil  J.,  Najarían  J.S.. 

NECROTIZING  ENTEROCOLITIS  IN  PUERTO  RICO:  LOW 
MORTALITY  RATE 

Mora  E.,  Avilés  T. 
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Table  8 


Table  10 


Tbe  1988  Lecture  and  Forum 


Tbe  1990  Lecture  and  Forum 


HONOR  LECTURER:  MARIO  R.  GARCIA  PALMIERl 

ANALYSIS  OF  CLINICO-EPIDEMIOLOGICAL  TRIALS  IN 
CORONARY  ARTERY  DISEASE 

PAPER  PRESENTATION: 

THE  EFFECT  OF  A HIGH  FAT  DIET  ON  THE  INCIDENCE  OF 
COLONIC  CANCER  AFTER  CHOLECYSTECTOMY  IN  MICE 
P.  Rodriguez.  N.  Cruz,  C.  González,  R,  López. 

HISTOLOGIC  EVALUATION  OF  THE  EFEECTS  OE 
POLYGLYCOLIC  ACID  AND  DIATHERMIA  ON  WOUND 
HEALING 

J.  Pérez-Quirós,  F.  Raffucci,  V.  Rosario,  M,  Blasini,  C.  González. 

EFFECTS  OF  LONG-TERM  ADMINISTRATION  OE  HIGH 
CHOLESTEROL  DIETS  IN  MICE 
N.  Alonso,  F.  Torres,  G.  Cruz,  E.  Santiago-Delpin. 

THE  EFFECTS  OE  SYSTEMIC  ISOTRETIONOIN  ON  WOUND 
CONTRACTION  IN  GUINEA  PIGS 

B.  Arboleda,  N.  Cruz. 

STENOSIS  OF  THE  ESOPHAGUS  BETWEEN  ITS  MIDDLE  AND 
DISTAL  THIRDS 

A.S.  Suárez  Nieves,  G.  Ramirez-Schon,  C.  González-Amparo, 

J.  Cebollero-Marcucci,  J.R.  Diaz-  Troche. 

CHARACTERIZATION  OF  SPENIC  CELL  POPULATION 
DYNAMICS  AT  DIFEERENT  INTERVALS  AFTER  ANTIGENIC 
CHALLENGE 

J.  Alemany,  M.  Llende,  S.  Hernández,  J.  Echagaray, 

E.A.  Santiago-Delpin,  J.  Lavergne. 

LOCALIZATION  OF  PARATHYROID  LESIONS 

C.  Quintana,  F.  Silva,  F.  Aguiló,  H.  Pagán-Sáez,  E.  Vázquez  Quintana. 
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When  one  wishes  to  put  down  someone  or  something 
as  being  old-fashioned  or  out-of-step,  the  object  is 
called  a dinosaur.  Unfortunately,  the  word  dinosaur  has 
become  perjorative  through  this  common  usage.  But  the 
various  dinosaurs  ruled  the  earth  for  140  million  years 
and  dominated  the  many  mammalian  and  amphibian 
species  that  existed  at  the  same  time.  While  they  existed 
they  were  majestic  and  well-respected  beasts,  roaming  far 
and  wide.  They  were  large,  predominantly  herbivorous, 
and  food  was  plentiful.  At  the  end  of  the  cretaceous 
period  and  the  beginning  of  the  tertiary  period,  the  so- 
called  K-T  boundary,  dinosaurs  suddenly  ceased  to  exist. 
What  happened?  Nobody  is  sure,  but  they  did  not 
disappear  because  of  a small  brain  in  a large  cumbersome 
body.  Clearly  there  was  a cataclysmic  event.  During  such 
events,  the  rules  changed  and  mass  extinctions  occurred. 
Current  best  evidence  is  that  a large  asteroid  struck  the 
earth  spawning  massive  fires  in  which  90%  of  the  earth’s 
forests  burned.  With  their  food  supply  gone,  the  dino- 
saurs disappeared.  Today  I would  like  to  draw  a parallel 
between  the  dinosaurs  of  old  and  undergraduate  and 
graduate  surgical  education. 

General  surgical  education  has  the  potential  to  be  the 
premier  educational  experience,  the  dinosaur  if  you  will, 

I in  all  of  medical  education.  The  field  as  defined  by  the 
j American  Board  of  Surgery  certainly  covers  the  water- 
' front!  And  how  are  we  doing?  Are  we  living  up  to  our 
1 potential?  The  answer  to  that  is  yes  and  no.  By  recogni- 
I zing  our  problems,  we  can  make  our  surgical  education 
] experience  better  so  let’s  take  the  negatives  first. 

Too  often,  medical  students  arrive  scientifically  pro- 
grammed, almost  too  narrow.  Throughout  their  preme- 
dical years,  they  have  been  advised  to  take  science, 
science  and  more  science  seeking  that  elusive  4.0  Star. 
Now  don’t  get  me  wrong,  science  in  medicine  is  impor- 
tant, perhaps  paramount.  But  physicians  deal  with 
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people  and  their  problems.  -What  about  courses  in 
history,  literature,  the  humanities,  psychology,  and 
ethics.  One  answer  has  been  to  put  some  of  these  courses 
in  the  medical  school  curriculum. 

I believe  that  all  physicians  require  fundamental  know- 
ledge of  ethics  and  the  logical  reasoning  underlying 
ethics.  Quite  frankly,  had  physicians  obtained  better 
ethical  knowledge  and  some  communicative  skills,  many 
of  the  spectacular  court  cases  about  which  we  read  all  too 
frequently  in  the  newspapers  could  have  been  resolved,  as 
many  are,  by  a reasonable  discussion  between  the  physi- 
cian and  other  involved  parties.  Medical  ethics  is 
becoming  an  important  part  of  the  curriculum  in  many 
medical  schools  - witness  the  entire  December  1989  issue 
of  Academic  Medicine  being  devoted  to  a description  of 
the  many  courses  in  medical  education  ethics  which  are 
now  available.  As  the  editor  of  Academic  Medicine, 
Addeane  S.  Caelleigh,  stated  in  the  foreword  to  that 
issue: 

“All  of  us  need  help  confronting  the  limits  of 
medical  control  and  the  tangled  choices 
presented  by  medical  successes,  for  there  are 
no  easy  answers.  Our  pluralistic  society  has 
no  established  religion  or  secular  system  that 
resolves  our  ethic  questions  about  medical 
care,  and  our  religious  and  cultural  diversity 
means  that  we  often  disagree  as  we  work  out 
the  answers.  We  need  wisdom,  not  knowledge 
alone,  and  wisdom  is  the  realm  of  ethics.” 

And  then  we  have  the  problem  during  medical  school 
of  the  preresidency  syndrome  about  which  Gus  Swanson 
has  written  so  much.  Focused  specialties,  e.g.  ophthal- 
mology, or  orthopedic  surgery,  although  alloted  only  a 
small  amount  of  time  in  the  second  year,  spend  that  time 
trying  to  convince  the  young,  and  impressionable, 
medical  student  that  they  should  make  a career  decision 
right  then  and  there  in  order  to  be  certain  of  getting  a resi- 
dency. The  student,  so  seduced,  puts  all  of  his  or  her 
efforts  into  learning  that  specialty  in  depth  to  the  exclu- 
sion of  the  totality  of  medine. 
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Unfortunately,  the  faculty  all  too  often  falls  into  the 
same  trap.  I remember  a talented  young  third-year 
surgical  medical  student  who  had  some  difficulty  with  the 
third-year  surgical  clerkship  and  the  interesting  debate 
which  took  place  during  the  departmental  meeting  when 
we  were  discussing  the  grades  which  should  be  assigned 
to  the  third-year  clerks  who  had  just  finished  their  stint 
on  surgery.  The  particular  young  lady  in  question  has  a 
very  fine  record  in  her  first  two  years  and  had  performed 
satisfactorily  in  her  previous  internal  medicine  clerkship. 
She  really  had  not  done  well  in  the  third-year  surgical 
clerkship,  not  the  least  of  which  was  because  of  her  inabi- 
lity to  grasp  the  total  picture  with  regard  to  the  patients 
problem.  She  had  her  supporters  and  her  detractors,  but 
I will  never  forget  the  opinion  expressed  by  one  of  her 
supporters  with  the  notion  that  “we  all  know  that  she  is 
going  into  ophthalmology.  Why  does  she  have  to  know 
the  broad  field  of  surgery?”  Besides  being  appalled  by 
that  statement,  I was  dismayed  that  even  one  surgical 
faculty  person  would  have  succumbed  to  the  idea  that 
early  specialization  should  substitute  for  a broad  medical 
education. 

A more  disturbing  feature  of  this  faculty  persuasion 
with  regard  to  the  discipline  of  general  surgery,  is  the  fact 
that  there  are,  currently,  several  medical  schools  where 
surgery  is  an  elective  in  the  third  year.  I am  afraid  if  the 
non-surgeons  in  some  medical  schools  had  their  way, 
surgery  would  not  only  not  be  an  elective,  it  simply  would 
not  appear  as  a part  of  the  undergraduate  medical  school 
curriculum.  Of  course,  this  situation  arises  because  of  the 
opinion  expressed  and  believed  by  far  too  many  non- 
surgeons, and  supported  by  some  of  our  surgical 
colleagues,  that  surgery  is  a technical  feat  only.  But 
surgery  is  much  more. 

Every  medical  student,  indeed  everyone  in  medicine 
should  receive  basic  instruction  in  surgery.  Medical 
students  need  to  learn  basic  principles  predominantly. 
Not  that  the  acquisition  of  skills  is  not  important  because 
surgery  is  a contact  sport.  But  repetition  of  techniques, 
once  learned,  is  not  educational.  We  surgeons  should 
listen  to  the  educators  and  put  problem-based  learning 
into  the  curriculum.  This  is  a method  whereby  the 
students  participate  actively  in  the  evaluation  of  surgical 
patients  and  surgical  problems.  No  one  sleeps.  It  is 
equally  important  that  residents  in  non-surgical  residen- 
cies learn  about  surgery.  After  all  it  is  important  for  a 
family  practitioner  to  learn  that  not  all  back  pain  is  osteo- 
arthritis and  for  an  internist  to  learn  the  efficient  and 
expeditious  method  of  evaluating  surgical  problems. 

Regardless  of  the  problems  in  undergraduate  medical 
education,  medical  students  do  receive  their  doctorate 
and  they  do  choose  to  pursue  a career  in  surgery.  The  sur- 
gical residency  today  is  facing  a myriad  of  problems, 
some  created  by  our  own  profession  and  others  imposed 
upon  us  by  external  forces.  As  Dr.  Francis  D.  Moore 
has  stated,  we  are  leaving  the  era  of  scientific  inquiry  and 
innovation  and  entering  the  era  of  regulation  by  major 
external  forces  some  of  which  are  adversely  affecting  sur- 
gical residencies.  These  include  financial  considerations, 
working  condition  restrictions,  media  coverage,  techno- 
logy and  an  increasing  litigious  atmosphere. 


Financial  considerations  are  important  in  any  en- 
deavor we  undertake.  However,  the  American  public  has 
lost  sight  of  the  value  of  education,  not  just  at  the 
graduate  medical  educational  level,  but  at  all  levels.  The 
fact  that  a 24-year  old  elementary  school  teacher  or  a 24- 
year  old  surgical  resident  can  command  a salary  which  is 
less  than  5%  of  the  salary  of  a relatively  unknown 
baseball  player  or  a 24-year  old  wall  street  trader,  speaks 
volumes  about  the  value  placed  on  education  by  the 
American  public.  We  obviously  have  not  been  able  to  get 
our  message  across  to  the  federal  government  either, 
since  the  relatively  minuscle  amount  of  money  in  the 
Medicare  budget  which  is  assigned  to  graduate  medical 
education  is  one  of  the  areas  targeted  for  severe  cutbacks. 
I do  not  believe  that  any  government  or  hospital  should 
approach  medical  education  with  a blank  check.  Never- 
theless, it  does  take  a certain  amount  of  financial  support 
to  mount  a high  quality  surgical  residency.  It  should  also 
be  recognized  that  surgical  residents  often  are  providing 
needed  services  to  a segment  of  the  population  and  both 
the  hospital  in  which  the  patients  are  housed  and  the  resi- 
dents who  care  for  those  patients  should  receive  recom- 
pence  for  those  services  rendered. 

The  recent  furor  about  resident  working  hours  is  a 
disgrace  to  the  profession  for  a number  of  reasons.  There 
are  very  little  data  which  support  the  contention  that 
sleep  deprivation  causes  major  dysfunction  in  either 
judgement  or  motor  activity.  The  index  case  which  led  to 
the  regulation  imposed  recently  by  the  New  York  State 
Commissioner  of  Health  was  not  a problem  of  a tired 
resident  who  had  been  working  too  long,  but  rather  one 
of  inadequate  supervision  by  senior  physicians.  Probably 
the  most  important  reason  is  that  the  emphasis  on  limita- 
tion of  working  hours,  brings  with  it  a “shift  mentality”, 
which  obscures  the  major  goal  of  providing  for  a patient’s 
well  being,  no  matter  how  much  time  it  takes.  Limiting 
working  hours  for  the  resident  will  lead  to  an  attitudinal 
set  which  will  surely  influence  a practicing  physician’s 
view  of  how  much  time  should  be  spent  with  a patient. 
The  medical  profession  is  already  experiencing  criticism 
from  our  patients  because  of  the  unwillingness  (or 
inability)  of  a physician  to  spend  time  and  communicate 
effectively  with  patients  and  their  families.  Won’t  this 
emphasis  on  hours,  rather  than  the  task  to  be  accom- 
plished, simply  make  this  worse?  The  American  College 
of  Surgeons  has  produced  a reasonable  statement  on  this 
matter.  As  you  may  be  aware,  the  surgical  residency 
programs  in  the  State  of  New  York  have  been  granted  an 
exception  to  the  80-hour  per  week  limitation,  but  I am 
sure  it  is  only  a matter  of  time  before  the  Commission  of 
Interns  and  Residents  in  the  State  of  New  York,  i.e.  The 
Union,  which  favors  the  limitation  of  hours  will  try  to 
bring  a surgical  department  to  day  because  of  a violation 
of  the  80-hour  work  week.  The  Residency  Review 
Committee  for  Surgery  has  clearly  stated  that  the 
Program  Directors  must  be  responsible  not  only  for  the 
educational  content  of  their  residency  which  has  always 
been  their  responsibility,  but  also  for  proper  working 
conditions  for  the  residents  to  assure  that  there  is  no 
excess  fatigue  and  depression  on  the  part  of  resident. 
Quite  frankly,  I have  never  understood  the  view  of  the 
American  public  that  fire-fighters  working  around  the 
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clock,  or  well-diggers  trying  to  save  the  life  of  one  child 
working  around  the  clock  are  heros  while  physicians 
working  around  the  clock  are  unsafe,  uncaring  ogres. 

The  media  has  become  all  too  pervasive  in  many 
aspects  of  our  lives.  Here,  I am  not  talking  about  the 
almost  circus-like  atmosphere  which  surrounds  some 
spectacular  medical  feat,  a problem  of  its  own.  I am 
talking  about  the  special  emphasis  an  event  receives 
because  of  newspaper  report  or  television  coverage. 
Patients  have  high  expectations  based  on  sensational 
reporting  of  a new  cancer  breakthrough  or  another  way 
to  treat  coronary  artery  disease  or  some  other  common 
ailment.  All  too  often,  the  patient  arrives  in  the  doctor’s 
office  with  a preconceived  notion  that  they,  too,  should 
expect  a propitious  cure  when  their  problem  is  conside- 
rably more  severe  than  any  of  those  contained  in  the 
newspaper  report.  A bad  result  following  a procedure,  no 
matter  how  clearly  or  vigorously  the  physician  may  have 
presented  the  possible  complications,  may  very  well  lead 
to  litigation. 

The  media  is  quick  to  pick  up  on  possibly  controversial 
subjects.  Witness  the  two  recent  JAMA  articles  on 
medical  student  abuse.  While  I do  not  deny  that  medical 
student  abuse  occurs,  I would  love  to  see  the  raw  data  on 
which  these  studies  were  based.  In  the  early  70’s  I had  a 
wonderful  surgical  resident  who  probably  could  be 
described  as  a curmudgeon  before  his  time.  He  was 
demanding  of  junior  residents  and  medical  students 
alike.  He  would  accept  nothing  but  excellence  of  care,  but 
he  insisted  that  any  decisions  made  about  the  care  of  a 
given  patient  had  to  be  dependable.  He  spent  long  hours 
in  making  patient  rounds,  and  I,  as  Chairman  of  the 
Department,  received  many  complaints  about  the  fact 
that  his  prolonged  rounds  interfered  with  other  evening 
j activities  and  that  his  style  was  both  threatening  and  inti- 
midating. Needless  to  say,  he  and  I had  many  conversa- 
tions with  regard  to  this  matter.  However,  when  the 
junior  residents  on  his  service  presented  a patient  at  any 
conference  or  rounds,  the  presentation  was  both  com- 
plete and  succinct  and  showed  evidence  of  excellent  pre- 
paration. The  students  who  rotated  on  his  service  in  com- 
parison to  the  students  on  the  services  of  other  residents 
invariably  performed  at  a higher  level,  both  in  depart- 
mental as  well  as  national  board  examinations.  I suppose, 
in  today’s  world,  my  resident  would  have  been  accused  of 
abusing  the  students  and  junior  residents.  Perhaps  it 
might  be  better  termed  educational  stimulation. 

The  media  is  also  capable  of  presenting  a bias.  A recent 
piece  written  by  a physician  appeared  on  the  editorial 
page  of  the  New  York  Times.  The  headline  was  “risky 
limits  on  interns’  hours’’  and  the  one  highlighted  state- 
ment from  the  article  was  “I  face  each  day  with  fear.” 
Now  what  do  you  suppose  this  article  was  bout?  Those  of 
you  who  thought  this  was  about  fear  of  making  an  error 
because  of  fatigue,  which,  I must  admit,  was  my  own 
impression,  are  wrong.  The  author,  an  internal  medicine 
resident,  was  decrying  the  limitation  of  working  hours, 
because  it  meant  additional  crosscover  so  that  she  was 
responsible  for  more  patients  about  whom  she  was  not 
familiar. 

The  advances  in  technology  are  spectacular  but  a two- 
edged  sword.  First,  the  new  piece  of  equipment  may  be 
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used  as  a substitute  for  good  clinical  judgement,  and  they 
are  often  overused.  I will  tell  you  an  amusing  story.  When 
I was  leaving  the  University  of  Kentucky  to  take  my 
current  position,  the  medical  center  was  in  the  process  of 
purchasing  and  installing  the  fourth  CT-Scanner.  They 
had  run  out  of  room  in  the  diagnostic  radiology  suite  and 
were  considering  where  they  could  place  the  new  scanner. 
When  this  issue  was  raised  at  the  last  meeting  of  the 
Heads  of  the  Departments  at  the  hospital  I attended,  I 
suggested  that  they  put  the  CT-Scanner  right  behing  the 
front  door.  In  that  way,  every  patient  who  was  admitted 
could  go  through  the  CT-Scanner  on  the  way  to  the 
admitting  department  and  that  would  probably  save  one 
step  in  their  hospitalization.  Everyone  laughed;  I was 
serious.  The  other  problem  with  technological  equip- 
ment, of  course,  is  it  represents  something  else  which  is 
placed  between  the  patient  and  the  doctor,  thus  lessening 
the  already  inferior  communication  between  physician 
and  patient.  But  technology  is  here  to  stay  and  we  must 
learn  to  use  and  evaluate  properly  such  things  and 
computerized  monitoring  and  the  three  L’s:  Lasers, 
Lithotripsy  and  Laparoscopic  procedures. 

Litigation  is  here  to  stay  also.  Since  the  number  of  gra- 
duating lawyers  in  the  United  States  is  about  ten  times  as 
many  as  the  graduating  medical  students  and  since  the 
public  has  come  to  expect  recompense  for  any  untoward 
event,  lawyers  and  lawsuits  abound.  Much  has  been 
spoken  and  written  about  the  fact  that  treat  of  litigation 
has  resulted  in  “defensive  medicine”  wherein  the  physi- 
cian orders  far  too  many  tests  and  performs  unneeded 
diagnostic  and  therapeutic  procedures,  almost  exclusi- 
vely, on  the  basis  of  how  it  will  look  in  court.  Unfortuna- 
tely, as  I have  visited  various  institutions,  I have  been  told 
by  any  number  of  third-year  medical  students  and  young 
residents  that  the  rationale  for  performing  a test  or 
putting  a patient  through  irrelevant  procedures  is 
because  the  patient  might  wish  to  sue  the  doctor.  How 
tragic  when  the  beginners  in  medical  education  are  using 
the  threat  of  litigation  as  an  indication  for  a test  or  proce- 
dure rather  than  a cogent  medical  reason. 

Enough  of  the  negatives  or  are  they  the  harbingers  of 
another  cataclysmic  event?  What  are  the  positives 
because  I believe  strongly  in  exposing  everyone  in  medi- 
cine to  a broad-based  general  surgery  educational  pro- 
gram which  is  and  should  be  fundamental  to  all  of 
medicine.  What  are  the  healthy  aspects  of  this  dinosaur, 
surgical  education?  First,  every  program  should  have  as 
its  motto  to  paraphrase  General  Electric;  “The  patient  is 
our  most  important  product.”  Without  patients  there  is 
no  program;  without  patients  there  will  be  no  education. 

After  patients,  the  two  most  important  ingredients  in 
any  education  program  are  the  teachers  and  the  content. 
Teachers  in  surgery,  like  teachers  in  any  arena,  must  be 
committed  to  the  act  of  teaching.  A teacher  in  surgery 
must  be  a capable  clinician.  As  Dallas  Phemister  once 
remarked:  “one  cannot  teach  well  what  one  does  not  do 
well.”  A surgical  teacher-clinician  must  be  willing  to  give 
the  time  it  takes  to  lead  a neophyte  surgeon  through  his  or 
her  first,  second,  or  third  operation.  It  takes  a special  per- 
sonality and  dedication  to  stay  your  hand  during  the 
fumblings  of  a new  surgeon  in  order  to  have  that  person 
learn  how  to  do  an  operation.  Simply  explosing  the 
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tissues  and  saying  cut  here  and  tie  that  is  not  surgical 
education.  In  the  same  vein,  it  is  not  an  educational  expe- 
rience to  simply  tell  the  PGY-I  or  PGY-II  resident  to 
order  this  and  stick  that  without  providing  some  ratio- 
nale for  what  has  been  requested.  Residents  are  not 
children  and  it  is  no  more  appropriate  to  tell  a resident  to 
do  something  because  you,  the  professor,  say  so  than  it 
is  appropriate  for  you  to  tell  a child  to  do  something 
because  you,  the  parent,  said  so. 

Having  thus  picked  the  proper  individuals  to  be  profes- 
sors in  the  department  of  surgery,  it  is  essential  that  the 
Program  Directors  recognize  what  is  general  surgery  and 
make  certain  that  all  of  the  areas  of  general  surgery  are 
covered.  How  does  one  perceive  what  is  general  surgery? 
All  Program  Directors  should  be  familiar  with  the  special 
requirements  for  a general  surgery  residency  which  is 
published  annually  by  the  Residency  Review  Committee 
for  Surgery  (RRC),  was  well  as  the  Booklet  of  Informa- 
tion which  is  also  published  annually  by  the  American 
Board  of  Surgery.  Both  of  those  publications  contain  a 
definition  of  general  surgery  which  lists  the  primary 
components.  These  are  the  areas  which  must  be  covered 
by  a faculty  capable  of  supervising  the  residents,  because 
supervision  is  the  by-word  of  a surgical  residency.  During 
the  first  days  and  first  year  of  a surgical  residency,  super- 
vision is  extraordinarily  tight.  At  Kentucky,  we  tried  our 
best  to  have  the  professors  of  surgery,  not  the  next  most 
senior  resident,  assist  the  PGY-I  residents  when  they  did 
their  first  hernia,  or  cholecystectomy,  or  hemorrhoidec- 
tomy. As  experience  and  capabilities  increase  during  the 
residency,  supervision  can  be  reduced.  However,  supervi- 
sion is  never  totally  abandoned.  Even  the  chief  resident  in 
general  surgery  needs  to  be  supervised  not  only  from  the 
educational  aspect,  but  from  a moral  and  legal  aspect. 

It  is  important  that  sufficient  clinical  material  is 
available  for  the  education  and  development  of  technical 
skills  in  each  resident.  One  of  the  current  dilemmas  facing 
general  surgery  programs  and  both  the  Residency  Review 
Committee  for  Surgery  and  the  American  Board  of 
Surgery  is  the  lack  of  certain  procedures  not  only  in  a 
given  residency  program  but  also  throughout  the 
country.  For  example,  it  is  estimated  that  approximately 
2,000  pancreaticoduodenectomies  are  performed  on  an 
annual  basis  in  the  United  States.  Not  all  of  those  proce- 
dures are  performed  in  teaching  hospitals.  Since  approxi- 
mately 1,000  residents  in  general  surgery  graduate  each 
year,  it  is  unlikely  that  every  resident  will  perform  a 
Whipple  procedure  before  completing  his  or  her  resi- 
dency. One  way  to  address  this  issue,  and  it  has  been 
discussed  at  length  both  by  the  RRC  and  the  Board,  is  to 
try  and  convince  certain  specialties,  e.g.  Plastic  Surgery, 
Thoracic  Surgery,  and  Pediatric  Surgery,  that  they 
should  consider  accepting  surgeons  who  have  completed 
only  four  years  of  a general  surgery  program  so  that  the 
number  of  fifth-year  general  surgery  residents  would  be 
reduced  and  therefore  more  Whipple  procedures  would 
be  available  for  those  who  would  be  likely  to  do  one  in  the 
future.  Another  approach  has  been  to  try  to  equate 
procedures.  For  example,  a pancreaticoduodenectomy 
and  an  esophagogastrectomy  might  be  considered  equi- 
valent, various  vascular  procedures  might  be  interchan- 
geable, etc.  Then  a certain  number  of  so-called  complex 


interchangeable  procedures  could  be  expected  of  each 
resident  while  accepting  the  fact  that  not  every  resident 
will  do  one  of  every  complicated  procedure  within 
general  surgery. 

Meanwhile,  all  of  the  supervising  faculty  should  stress 
the  part  of  general  surgery  that  makes  a general  surgeon 
unique  from  most  other  surgeons  and  that  is,  the  ability 
to  take  care  of  the  total  patients.  In  other  words,  the 
general  surgeon  must  know  what  effect  a rampant  perito- 
nitis will  have  on  the  cardiovascular  system,  the  lungs,  or 
the  kidneys.  And  not  only  must  the  general  surgeon  know 
what  effect  the  peritonitis  may  have  on  those  organ 
systems,  the  general  surgeon  must  know  how  to  manage 
the  abnormalities.  In  fact,  in  January  1990,  the  American 
Board  of  Surgery  debated  the  entire  issue  of  the  primary 
components  of  surgery  and  what  information  each 
general  surgery  resident  should  possess  in  those  areas.  It 
was  the  unanimous  opinion  of  the  Directors  of  the  Board 
that  every  general  surgery  resident  should  have  congni- 
tive  knowledge  about  every  single  primary  component, 
while  at  the  same  time  it  was  recognized  that  without 
additional  training  a general  surgery  resident  may 
possess  technical  expertise  in  perhaps  only  three  or  four 
of  the  primary  components  of  general  surgery. 

Osier  said:  “Medicine  is  learned  by  the  bedside  and  not 
in  the  classroom.”  I would  paraphrase  that  and  say:  sur- 
gery is  learned  at  the  operating  table  and  not  in  the  text- 
book. Thus,  in  the  learning  of  some  surgical  techniques, 
the  discipline  of  surgery  is  a cottage  industry.  The  delayed 
repair  of  a traumatic  urethral  stricture  in  the  male  has 
always  been  a urologic  challenge.  During  my  tenure  as 
Chairman  of  the  Department  of  Surgery  at  the  University 
of  Kentucky,  our  urologists  had  relatively  poor  results 
with  the  delayed  repair  of  urethral  strictures.  I remember 
discussing  this  with  the  Chief  of  Urology  who  was  quite 
frustrated,  particularly  in  view  of  the  fact  that  a well- 
known  British  Urologist  was  reporting  success  for  such 
repairs  in  over  85%  of  his  patients.  If  one  read  the  articles 
published  by  this  British  Urologist  which  were  written  in 
impeccable  English,  it  was  hard  to  figure  out  why  we 
could  not  duplicate  his  results.  Our  Chief  of  Urology  and 
I,  therefore,  decided  to  invite  the  British  Urologist  to  our 
institution  as  a visiting  professor.  Over  the  next  several 
weeks,  we  saved  up  a number  of  patients  with  traumatic 
stricture  of  the  urethra,  and  the  visiting  professor  put  on  a 
clinic  for  the  urology  Acuity  and  resident  staff.  Minute 
details  and  nuances  of  the  procedure,  which  he  was  able 
to  show  at  the  table,  were  brought  out  and  emphasized.  A 
stitch  here  and  a small  cut  there  made  a world  of  diffe- 
rence. Thereafter,  our  urology  staff  was  as  proficient  as 
their  Bristish  counterpart  in  successful  repair  of  urethral 
strictures.  It  is  my  opinion  that  it  will  always  be  thus,  no 
matter  how  clearly  the  operation  is  described  or  even  how 
well  the  videotape  is  performed.  There  will  always  be  the 
need  for  transmitting  knowledge  and  skills  by  on-the-job 
training.  The  other  important  content  feature  in  the  sur- 
gical education  endeavor  is  research.  Some  regard 
surgical  research  as  an  oxymoron;  perhaps  we  deserve 
that  because  of  the  existence  of  so  many  surgical  dilet- 
tantes, but  a surgery  department  without  research  is  like  a 
lighthouse  without  a light  and  surely  there  are  fields  to  be 
investigated,  diseases  to  be  conquered.  One  has  only  to 
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look  at  the  areas  addresed  by  the  invited  commentators  at 
the  recent  meeting  of  the  Society  of  University  Surgeons 
to  discover  some  of  the  areas  ready  for  further  research: 
Recombinant  DNA  Technology  and  Gastroenterolo- 
gical Endocrinology.  The  surgical  teachers  should  also  be 
at  the  forefront  of  the  application  of  new  and  innovative 
therapeutic  techniques.  They  may  not  be  the  developers 
of  a new  technique,  e.g.  laser  angioplasty  or  laparoscopic 
cholecystectomy.  No  one  believes  that  academic  surgeons 
have  the  market  on  brain  power.  But  establishing  the 
scientific  data  underpinning  the  application  of  a new 
therapy  is  within  the  purview  of  the  surgeon  scientist.  It  is 
hoped  that  patient  need  and  benefit  will  guide  the  investi- 
gator rather  than  personal  fame  and  fortune. 

Finally,  a word  about  the  most  important  teaching 
mode  during  the  surgical  residency.  I am  talking  about 
the  Mortality  and  Morbidity  Conference,  or  the  Confes- 
sion Session,  or  whatever  one  wishes  to  label  it. 
I remember  discussing  the  M & M Conference  with  the 
attending  pathologist  who  often  came  to  our  conferences. 
One  day  he  said  to  me,  “You  guys  really  get  down  to  the 
nitty  gritty  in  those  conferences  and  point  accusing 
fingers.”  I said  that  was  the  only  way  to  run  an  M & M 
Conference,  because  it  was  important  to  determine  first, 
what  the  complication  or  error  was;  then  to  discover  what 
decision  was  made  that  led  to  the  error  as  well  as  who 
made  the  decision  (it  is  not  fair  to  blame  a resident  when 
the  staff  person  has  made  the  decision!);  And  then  discuss 
how  it  could  have  been  done  better.  Of  course,  this  is  why 
the  minutes  from  an  M & M Conference  must  be  held 
confidential,  lawyers,  hospital  administrators,  and  the 
JCAHO  notwithstanding.  A properly  conducted  Morta- 
lity and  Morbidity  Conference  is  the  best  teaching  tool 
available  to  any  surgical  faculty,  and  it  is  my  opinion  that 
everyone  on  the  surgical  service,  faculty,  residents  and 
medical  students  should  attend.  And  the  M & M Confe- 
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rence  should  take  place  in  every  hospital  every  week  as 
part  of  lifelong  surgical  education. 

So  as  you  can  see,  I believe  the  surgical  education 
endeavor  is  like  our  most  majestic  dinosaur  ancestors. 
Done  properly,  combining  the  old-bedside  and  operating 
room  observation,  hand-to-hand  transmission  of  know- 
ledge, and  recognizing  and  correcting  erros  - with  the  new 
fibertoptics,  lasers,  computers  and  better  pharmaceuti- 
cals, we  can  stay  ahead,  and  survive,  unless  another  cata- 
clysmic event  occurs,  another  asteroid  strikes,  another 
mass  extinction  happens.  Many  paleontologists,  environ- 
mentalists and  others  have  been  sounding  the  alarm  for 
some  time.  They  have  been  saying  that  humans.  Homo 
sapiens,  with  all  our  technological  advances  and  our  des- 
tructive ways,  are  the  asteroid.  Will  we,  with  all  our  strife 
and  posturing,  be  the  destroyers  of  what  can  and  should 
be  the  true  dinosaur  of  medical  learning-surgical  educa- 
tion? 

I would  close  by  quoting  the  last  paragraph  of  the  piece 
entitled  “Extinctions”  by  Richard  Gore,  which  appeared 
in  the  June  1989  issue  of  the  National  Geographic  (it 
could  apply  to  surgical  residency  education  as  readily  as 
it  does  to  dinosaurs  and  perhaps  human  extinction): 

“We  are  the  difference.  For  the  first  time  since 
life  on  earth  began  four  billion  years  ago,  a 
living  organism.  Homo  sapiens,  can  begin  to 
understand  what  is  happening  to  this  planet. 

We  can  see  that  the  health  of  species  is  inter- 
connected, that  if  we  let  too  many  disappear, 
we  will  go,  too.  For  the  first  time,  a living 
organism  can  consciously  do  something  to 
halt  a mass  extinction.  Perhaps  most  impor- 
tarnt,  for  the  first  time  a living  creature  can 
gaze  out  across  the  species  of  the  earth  and 
say:  this  is  beautiful.  I care.  I will  not  let  it  go.” 


How  you  live 
may  saveyour  life. 

You  may  find  it  surprising  that  up  to  60%  of  all  cancers 
can  be  prevented.  By  avoiding  excessive  exposure  to  sunlight, 
by  not  smoking  cigarettes,  by  not  overeating  and  by  following 
a diet  high  in  fiber  and  low  in  fat. 

The  battle  isn’t  over  but  we  are  winning. 
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long  and  prosper. 
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LIPID  PEROXIDATION  IN  PATIENTS  WITH  ACUTE  MYOCARDIAL 
INFARCTION  TREATED  WITH  INTRAVENOUS  STREPTOKINASE( STK) 
Carlos  R.  Diaz,  MD. , (Associate) , Esteban  Linares,  MD.  , 
(FACP)  , Julio  E.  Benabe,  MD.,  (FACP),  Medical  Services, 
VA  Hospital,  and  Sixto  Garcia  Castineiras,  MD,  PH.D, 
Dept,  of  Biochemistry,  School  of  Medicine,  UPR,  San 
Juan,  Puerto  Rico. 

Oxygen  free  radicals  are  generated  during  periods  of  acute 
coronary  ischemia  followed  by  reperfuslon.  The  activation 
of  the  xanthine  oxidase  system,  PMN  leukocytes  and  ara- 
chidonlc  acid  metabolism  with  autoxidation  of  hemoglobin 
and  circulating  cathecolamines  result  in  generation  of 
large  quantities  of  free  radicals  with  consequent  lipid 
peroxidation  and  production  of  malondialdehyde  (MDA).  The 
plasma  MDA  was  evaluated  as  index  of  lipid  peroxidation 
and  reperfusion  by  High  Performance  Liquid  Chromatography 
(HPLC)  in  eight  (8)  patients  with  acute  myocardial  infar- 
tion  (AMI)  plus  STK,  three  (3)  with  AMI  alone,  seven  (7) 
with  unstable  angina  and  seven  (7)  controls.  The  plasma 
MDA  was  only  identified  in  five  (5)subjects  with  AMI  plus 
STK  between  the  fourth  and  sixteenth  hour  with  a mean 
maximal  concentration  of  4.45  umol/1  at  eight  hours  after 
infusion  of  the  thrombolytic.  The  difference  between  the 
mean  CPK  level  in  patients  with  AMI  plus  STK  and  AMI  alone 
was  not  statistically  significant,  (p>.05)  . The  mean  CPK 
level  in  patients  with  AMI  treated  with  STK  and  negative 
MDA  was  not  statistically  significant  (p  > .05)  when 
compared  with  the  positive  MDA  group.  The  patients  with 
AMI  and  positive  MDA  received  STK  within  the  first  2.5 
hours  after  the  onset  ofchest  pain,  while  the  patientswith 
negative  MDA  received  the  thrombolytic  after  five (5) hours 
of  the  onset  of  symptoms.  The  patients  with  positive  MDA 
had  a better  clinical  outcome  when  compared  with  the  nega- 
tive MDA  group.  The  results  suggest  that  Identification  of 
MDA  may  be  a better  indicator  of  reperfusion  in  patients 
with  AMI  treated  with  STK  thart  the  serial  CPK  levels  after 
thrombolytic  therapy.  In  addition,  those  receiving  STK 
with  positive  MDA  had  a better  hospital  clinical  outcome 
than  the  group  who  did  not  receive  STK. 
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PROGNOSTIC  FACTORS  FOR  MORTALITY  IN  ADMISSIONS  TO  A 
TERTIARY  INTERNAL  MEDICINE  DEPARTMENT.  G.  VENERO,  MD, 
(ASSOCIATE),  C.  MIRANDA,  MD.,  J.  ARANGO,  MD. , (ASSO- 
CIATE ),  H.  SAID,  MD,  R.  HUNTER-MELLADO , MD.,  (MEMBER). 
DEPARTMENT  OF  INTERNAL  MEDICINE,  UNIVERSIDAD  CENTRAL 
DEL  CARIBE,  HURRA,  BAYAMON. 

Puerto  Rico's  Public  hospitals  have  fared  considerably 
worse  than  mailand  hospitals  in  the  HFCA  yearly  report. 
In  a prospective  fashion  we  have  analysed  severity  of 
illness,  mortality,  incidence  of  hospital  comorbility 
and  admission  diagnostic  error  in  750  consecutive  emer- 
gency admissions.  Within  1 hour  of  admission  the  Karnowsky 
performance  status  and  diagnosis  for  admission  was  tabu- 
lated. Upon  discharge  the  records  were  reviewed  for 
outcome,  discharge  diagnosis  and adquired comorbid events. 
All  admissions  were  similarly  distributed  among  the  six 
age  groups  examined  with  18%  older  than  80  years.  The 
mortality  in  all  age  groups  were  similar  between  1 2-18% , 
except  80  years  which  was  33%.  The  PS  was  40%  or  less 
in  25%  of  the  admissions.  The  admission  PS  was  signif- 
icantly associated  with  mortality  with  a 35%.  16%,  and 
6%  mortality  in  patients  with  a PS  less  than  40%,  50-60% 
and  70%  respectivelly . The  prognostic  value  of  PS  was 
found  in  all  age  groups  with  a mortality  of  25-50%  in 
all  groups  with  a PS  40%.  Fifty  percent  of  deaths  was 
associated  with  AIDS,  Sepsis  or  GI  bleeding.  These 
diagnosis  were  responsible  for  20%  of  all  admissions. 
Intra  hospital  comorbility  developed  in  8%,  incorrect 
admission  diagnosis  was  seen  in  5%.  The  mortality  in 
these  patients  was  64%  and  23%  as  compared  to  13%  in  the 
remainder.  We  conclude  that  age  is  not  significant  factor 
in  mortality  except  in  80  years  or  older.  A significant 
number  of  admission  are  severally  disabled  (25%)  . The 
PS  is  a prognostic  factor.  A limited  number  of  diagnosis 
are  responsible  for  the  majority  of  the  mortality. 
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COMPARISON  OF  BONE  MARROW  STAINABLE  IRON  WITH  PERIPHERAL 
TESTS  IN  ANEMIC  PATIENTS.  WILLIAM  CACERES,  MD.,  (ASSO- 
CIATE), SYLVETTE  NAZARIO,  MD.,  AND  FRANCISCO  ROBERT  MD. , 
(FACP).  VETERANS  ADMINISTRATION  HOSPITAL,  SAN  JUAN, 

PUERTO  RICO. 

Examination  of  bone  marrow  stainable  iron  has  been  the 
standard  method  for  determl^ning  the  iron  stores . Diverse 
laboratory  tests,  such  as  serum  iron  levels,  TIBC, 
percent  saturation  of  transferrin,-  MCV  and  RDW  are 
commonly  used  to  screen  for  or  establish  a diagnosis  of 
iron  deficiency.  In  this  study,  these  peripheral  tests 
were  correlated  with  bone  marrow  stainable  iron  in  pa- 
tients with  chronic  disorders  (N-17),  chronic  gastro- 
instestinal  bleeding  (N-6)  and  ESRD  on  hemodialysis 
(N-4)  to  determine  which  tests  are  more  appropriate  to 
predict  iron  status.  Bone  marrow  aspiration  smears  were 
examined  with  the  Prussian  Blue  reaction  and  graded  as 
absent  (0),  decreased  (1),  normal  (2)  or  increased  (3) 
in  their  iron  stain.  Ferritin  levels,  serum  iron  and 
percent  saturation  of  transferrin  correlated  signifi- 
cantly with  bone  marrow  iron  store.  A decreased  ferritin 
level  with  Increased  RDW  were  indicative  of  iron  depletioa 
RDW  is  highly  sensitive  for  a state  of  iron  depletion, 
but  poorly  specific.  Seventy  three  (73)  percent  of  pa- 
tients with  anemia  of  chronic  disorder  had  an  increased 
RDW,  contrary  to  previous  studies.  The  data  suggests 
that  bone  marrow  stainable  iron  is  not  so  specific  to 
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define  states  of  iron  depletion,  since  67%  (8  out  of  12) 
of  patients  with  absent  bone  marrow  stainable  iron  had  a 
normal  or  elevated  ferritin  level. 
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SURVEY  OF  UPPER  GASTROINTESTINAL  BLEEDING  AT  THE 
UNIVERSITY  OF  PUERTO  RICO  AFFILIATED  HOSPITALS 
Angel  M.  Molina  MD,  (associate),  Carlos  E.  Rubio,  MD, 

FACP,  Esther  A.  Torres.  MD,  FACP,  University  of  Puerto 
Rico  School  of  Medicine  San  Juan,  PR 

We  surveyed  in  a prospective  manner  the  incidence, 
etiology,  management  and  outcome  of  patients  admitted 
with  upper  gastrointestinal  bleeding  to  the  UPR  affili- 
ated hospitals  from  October  1,  1989  to  March  31,  1990. 
Our  population  comprises  patients  referred  to  UDH,  SJCH, 
and  VAH.  One  hundred  and  eighty  three  patients  (183) 
were  admitted  with  UGIE,  representing  1%  of  the  admis- 
sions to  these  three  hospitals.  Endoscopy  was  performed 
in  90.7%  of  patients. 


Final  di 

agnosis  of  cause  of 

bleeding 

Diagnosis 

Incidence  (N=165) 

% of  total  diagnosis 

Esophagogastric 

varices 

51 

30.9% 

Duodenal  Ulcer 

33 

20.0% 

Gastritis  and/or 
duodenitis 

29 

17.5% 

Gastric  ulcer 

22 

13.3% 

Other 

30 

18.3% 

Twenty  four  patients  were  actively  bleeding  when  endos- 
coped  (14.6%).  Of  interest,  50%  of  these  actively  bleed- 
ing lesions  were  esophagogastric  varices.  Ir.  15  of  20 
cases  with  active  bleeding( 75% ) , some  form  of  acute 
therapy  like  sclerotherapy,  electrocoag’  ration,  balloon 
tamponade,  pitressin  or  combination  of  modalities  was 
utilized.  The  mean  transfusions  requirements  was  2.8  units 
per  patient.  Surgical  treatment  was  req,uired  in  11  of  180 
patients  (6.1%).  Twenty  six  patients  died  during  hospital- 
ization (14.4%).  The  most  remarkable  finding  in  our  survey 
is  the  fact  that  esophagogastric  varices  accounts  for  near- 
ly one  third  of  the  causes  of  bleeding,  which  contrasts 
markedly  with  the  incidence  reported  in  other  series  (up 
to  15.1%). 
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IPRATROPIUM  BROMIDE  COMBINED  WITH  PIRBUTEKOL  IN  ACUTE 
ASTHMA  DELIVERED  BY  MDI  USING  A SPACER  DEVICE.  JUAN  C. 
BUITRAGO,  MD.,  (ASSOCIATE),  SAMUEL  A.  AMILL,  MD.  SAN 
JUAN  MUNICIPAL  HOSPITAL,  PULMONOLOGY  DIVISION,  PUERTO 
RICO. 

The  purpose  of  this  study  was  to  evaluate  the  effect 
of  ipratropium  (IB)  with  pirbuterol  (P)  vs.  pirbuterol 
alone  by  MDI,  administered  using  a spacer  delivery 
system.  Thirtyfive  patients  that  visited  E.R.  due  to  an 
acute  asthmatic  attack  were  randomized  into  four  therapy 
groups:  A:  800  ug  p;  B:  800  ug  P/72  ug  IB;  C:  1200  ug 
P;  D:  1200  ug  P/108  ug  IB.  Spirometries  were  done  at  0, 
30,  60,  120,  150,  180,  and  240  min.  after  inhaled  medi- 
cations to  determine  FVC,  FEVl , and  ?EFR.  A second 
medication  challenge  was  given  after  the  120  min.  The 
therapeutic  response  was  measured  as  percent  changes  of 
the  spirometric  values  of  FVC,  FEVl,  PEFR  after  the 
medication. There  was  a statistically  . ignif leant  differ- 
ence (F<0.05)  of  the  PEFR  mean  percentage  change  between 
groups  C and  D;  B and  C;  and  A and  C.  The  improvement 
in  FEVl  was  >15%  change  in  all  groups  at  all  times, but 
no  satistically  significance  difference  was  found  between 
groups.  The  FEVl  mean  % chngs  were;  A (22.5%);  B (53.42%); 
C (26.21%);  D (64.24%).  The  difference  of  the  FVC  mean 
percent  change  was  statisitically  significant  between 
groups  A and  B;  A and  C.  The  study  showed  that  both 
Pirbuterol  alone  or  combined  P/IB  oy  MDI  using  a spacer 
device  is  an  effective  therapy  in  acute  asthma  but  the 
combination  of  P/IB  was  superior  t ; the  use  on  the  B2 
agonist  alone. 


T-CELL  LYMPHOCYTES  SUB- POPUUIT IONS  IN  HIGH  RISK 
GROUP  IN  SOUTHERN  PUERTO  RICO.  Rouseline  Valentín, 

N.  D. , (Assoc),  Raúl  Castillo,  M.,";.  Cumber) , 

Marisol  Martinez,  M.D.,  Miguel  Maganer,  M.  D. 
(Member),  Y.  Yaniamura,PhD. , Federico  Montealeqre, 
PhD.  Department  of  Medicine,  Damas  Hospital,  Ponce 
School  of  Medicine,  Ponce,  P.  R. 

Approximately  10Í  of  patients  with  the  Acquired 
Irmunodeficiency  Syndrome  have  serological  evidence 
of  co-infection  with  another  H([V,  type  virus,  po- 
ssibly manifestating  a more  agressive  syndrome. 

The  markers  reported  to  be  most  strongly  predic- 
tive of  developing  AIDS  are  the  CO4/CD8  ratios. 
Underlying  evi ronmental , genetic  and  ethnic  influ- 
ence on  these  ratios  have  been  described. 

CD/4/CD8  ratios  were  measured  in  3 groups.  HIV-I 
seronegative  group  at  high  risk,  a seropositive 
HIV-I  group,  and  a small  healthy  g''Oup  with  no 
known  risk  factors. 

The  high  risk  population  consisted  of  96  sub- 
jects. Intravenous  drug  abusers  constituted  the 
largest  group,  with  a seroposi ti vi ty  of  42.9%  and 
an  average  CD4/CD8  ratio  of  0.78. 

Thirty  eight  subjects  formed  the  healthy  popula- 
tion. Average  CD4/CD8  ratio  in  this  group  was  1.18. 
Mean  CD4/CD8  ratio  of  seronegative  I'/  drug  users 
was  1.10.  The  HIV-I  positive  group  co-infected  with 
HTLV-I  showed  a decreased  ratio  of  0.45. 

Data  obtained  suggested  that  subjects  with  dual 
infection  are  more  iimunosuppressed.  Possible  va- 
riables affecting  the  Iimunological  status  of  a 
puertorrican  population  are  implicated.  Our  healthy 
population  showed  Idwer  baseline  ratios  compared  to 
a healthy  american  group  (1.18  Vs.  2.2),  respecti- 
vely. Suggesting  that  other  factors,  such  as  envi- 
romental , genetic  or  ethnic  may  influence  the  basal 
imunological  competence  of  the  Puerto  Rican 
population: 
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PROGNOSTIC  FACTORS  IN  PATIENTS  WITH  IVDA  AND  BACTEREMIA 
IN  HURRA,  ANGEL  ARIZMENDI,  MD.,  DIANA  CANTELLOPS , MD., 
(ASSOCIATE),  WANDA  FIGUEROA,  MD.,  (ASSOCIATE) , SALVADOR 
VILA,  MD.,  R.  HUNTER-MELLADO,  MD.,  (MEMBER).  DEPT. 

OF  MEDICINE,  UNIVERSIDAD  CENTRAL  DEL  CARIBE,  HURRA. 
Bacteremia  remains  a common  finding  in  IVDA.  We  have 
reviewed  all  patients  with  bacteremia  in  our  institu- 
tion from  Jan.  1988  to  June  1989.  Of  170  positive 
blood  cultures,  28  were  from  IVDA  and  they  are  the 
subject  of  this  report.  There  were  21  male  and  7 females. 
All  were  active  users  of  illicit  IV  drugs.  The  organisms 
identified  were  Staph,  aureus  in  22  (78%) , Salmonella 
in  3(10%),  Pseudomonas  in  1(3%)  and  unidentifed  in  2(6%). 
All  patients  were  HIV  positive.  Of  the  28  patients,  18 
(64%)  had  Bacterial  Endocarditis.  Clinical  sepsis  was 
defined  as  the  presence  of  at  least  3 of  the  following: 
fever,  tachycardia,  chills,  shock,  tachypnea,  leukocy- 
tosis or  leukopenia.  Target  organ  involment  was  defined 
for  the  following  sites:  GI,  Heart,  Lung,  Hepatic,  CNS 
and  Renal.  The  Karnowsky  performance  status  on  admiss ion 
was  defined.  The  following  tables  summarizes  the  data: 

II  PS  Sepsis  GI  CNS  Lung  Renal  Heart 

alive  15  62.1  6.6%  20%  6.6%  6.6%  13%  60% 

|iead  13  32.5  85%  0 15%  69%  30%  69% 

All  patients  were  stratifed  according  to  the  number  of 
organ  involment.  In  patients  with  greater  than  2 sites 
of  disease  a 12/20  (65%)  mortality  was  seen  as  compared 
to  0/8  in  those  with  one  or  less  organ  dysfunction. 

The  prognostic  factors  that  determined  death  were  the 
general  condition  of  the  patient  upon  admission,  presence 
of  clinical  sepsis  and  multisystemic  organ  involvement. 
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DIMINISHED  STAINABLE  IRON  IN  BONE  MARROW  ASPIRATION  OF 
PATIENTS  WITH  CHRONIC  GRANULOCYTIC  LEUKEMIA.  Peter 
DeStefano,  MD , (Associate),  Cesar  D.  Freytes,  MD,  (member) , 
Francisco  Robert,  MD,  FACP;  San  Juan  VA  Medical  Center. 

The  Prussian  blue  technique  of  staining  bone  marrow  spec- 
imens for  iron  is  a standard  method  for  the  evaluation  of 
iron  stores.  However,  in  certain  disease  states,  bone  mar- 
row samples  may  fail  to  show  stainable  iron  while  iron 
stores  seem  adequate.  The  most  documented  example  of  this 
paradox  in  Polycythemia  Vera.  Two  previous  studies  have 
shown  that  patients  with  Chronic  Granulocytic  Leukemia 
often  have  decreased  or  absent  stainable  iron  in  their  bone 
marrow,  while  serum  ferritin  levels  are  normal.  These  pa- 
tients may  have  occult  bleeding  due  to  platelet  dysfunction 
or  a good  portion  of  their  iron  stores  may  be  located  out- 
side the  marrow,  specifically  in  an  enlarged  spleen.  The 
purpose  of  this  study  was  to  investigate  the  status  of 
stainable  bone  marrow  iron  in  patients  with  Chronic  Granu- 
locytic Leukemia  and  to  discover  any  correlation  with 
peripheral  indices  of  iron  stores,  splenomegaly  and  platelet 
function.  The  records  of  18  patients  were  reviewed.  52  bone 
marrow  aspirations  had  been  done.  Iron  stain  was  available 
in  37  specimens.  Stainable  iron  was  descreased  or  absent  in 
30  (18%).  The  presence  or  absence  of  stainable  iron  was  not 
related  to  hemoglobin  concentration,  mean  corpuscular 
volume,  or  red  cell  distribution  width.  Splenomeglay  was 
present  in  62.5%  of  patients  with  decreased  01;  absent  bone 
marrow  iron,  while  absent  in  all  patients  with  stainable 
iron,  but  this  difference  was  not  significant.  Platelet 
function  was  abnormal  in  42%  of  patients  with  decreased  or 
absent  iron,  while  normal  in  all  patients  with  stainable 
iron  but  this  difference  also  was  not  significant.  Trans- 
ferrin saturation  was  less  than  15%  in  two  patients  both  of 
whom  had  decreased  stainable  iron,  while  serum  ferritin  was 
normal  in  all  patients  in  which  it  was  measured.  Decreased  or 
absent  stainalbe  bone  marrow  iron  is  a frequent  finding  in 
patients  with  Chronic  Granulocytic  Leukemia.  It  does  not 
seem  to  be  related  to  platelet  function,  splenomegaly, 
hemoglobin,  mean  corpuscular  volume  or  red  cell  distribution 
width.  Peripheral  measurements  of  iron  stores  in  these  pa- 

tienrs  are  often  normal 
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CLINICAL  AND  PATHOLOGIC  CORRELATION  IN  A 6 MONTH 
MORTALITY  REVIEW.  M.  MELENDEZ,  MD.  (ASSOCIATE),  M. 
COLON,  MD.,  R.  GUERRIDO,  MD.,  (ASSOCIATE),  J.  SIMMONS, 
MD,  E.  RAMOS,  MD.,  M.  MARCIAL  SEOANE,  MD.,  (FACP) , R. 
HUNTER-MELLADO , MD . , (MEMBER).  DEPT.  MEDICINE  AND 
PATHOLOGY,  UNIVERSIDAD  CENTRAL  DEL  CARIBE,  HURRA, 
BAYAMON . 

The  value  of  the  autopsy  in  improving  medical  care 
through  medical  education,  quality  assurance  and  promo- 
tion of  research  are  widely  accalimed.  We  have  re-eva- 
luated  the  value  of  the  autopsy  as  quality  assurance 
technique  in  our  institution  in  an  effort  to  define 
areas  that  need  attention.  All  autopsies  and  medical 
records  of  patients  (Pts)  admitted  to  the  Department  of 
Medicine  between  July  1 , 1 989-  Dec  . 3 1 , 1 989  were  examined. 
A major  mismatch  was  defined  as  the  absence  of  a clinical 
diagnosis  responsible  for  >50%  of  the  patients  hosp'itali- 
zation  or  death.  Preventable  morbidity  or  mortality  (PMM) 
was  defined  as  the  absence  of  a therapy  wich  would  have 
potentially  changed  outcome.  A total  of  60  autopsies 
and  records  were  reviewed. 


NUMBER 

MALE  40 
FAMALE  20 
TOTAL  60 


MISMATCH 

MAJOR  MINOR  PMM 

6 21  6 

4 7 2 

10(16%)  28(47%)  8(13%) 


The  following  diagnosis  were  responsible  for  major  mis- 
match. Perforated  viscus  (10%),  crypto/toxo  infection 
(20%),  malignancy  (30%),  Embolism  (10%),  M.  Infarction 
(30%)  . The  most  common  diagnosis  for  minor  mismatch  were 
BPH  (25%),  P.  Embolism  (18%),  LVH  (14%)  and  Pneumonia 
(14%).  In  eight  pts.  PMM  was  documented  and  consisted 
of  witholding  antimicrobial,  antianginal  or  anticoag- 
ulant therapy. 

We  conclude  that  the  autopsy  remains  an  important  tool 
in  clinical  medicine  and  in  our  particular  program,  area 
were  defined  that  need  quality  assurance  monitorization. 
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IMMUNOUISTOCIIEMICAL  STUDY  OF  LEWIS-RELATED  BLOOD  GROUP 
ANTIGEN  EXPRESSION  IN  COLONIC  CARCINOMAS  AND  IN  NON- 
NEOPLASTIC HUMAN  COLONIC  MUCOSA.  Manuel  A.  Marcial, M.D. 
FCAP,FACP,  Edwin  Ramos, M.D.,  Angel  González ,M. T. , and 

Carlos  Cordon  Cardo ,M. D . ,Ph . D.  Departments  of  Pathology 
Hospital  Universitario  Universidad  Central  del  Caribe  > 
Bayamon  and  Memorial  Sloan  Kettering  Cancer  Center, N.Y. 

Lewis-related  blood  group  antigens  are  carbohydrate 
determinants  carried  on  surface  glycoproteins  and 
glycolipids  of  erythrocytes  and  some  epithelial  cells. 
Their  expressions  in  colorectal  mucosa  has  been 
considered  either  as  a marker  of  differentiation 
antigens  or  of  tumor  associated  antigens. 

In  1986  we  began  a prospective  study  of  Lewis- 
related  blood  group  antigens  in  patients  undergoing 
colectomy  for  colonic  adenocarcinoma.  Immunohematologlcal 
studies  were  performed  on  preoperative  blood  samples 
andjABO  and  Lewis  blood  groups. were  determined.  Tissue 
samples  were  obtained  ■ from  the  adenocarcinoma  and  from 
the  adjacent  non-neoplas tic  mucosa.  The  degree 
of  tumor  differentiation  (grade  of  the  tumor)  was 
analyzed  on  H and  E stained  slides.  Immunoperoxidase 
staining  was  performed  using  antibodies  against  A,  B, 

H,  Lee,  Leb , Le’^,  and  LeY  antigens.  The  staining 
results  of  the  colonic  carcinoma  were  compared  with 
those  of  the  non-neoplastic  mucosa  and  with  the  patient's 
red  cell  Lewis  phenotype  and  secretor  status. 

A total  of  23  patients  were  studied,  12  males  and  11 
females,  with  an  average  age  64  + 11  years.  There  were 
13  Dukes  B and  10  Dukes  C carcinomas.  Le®,  a marker  of 
differentiation  antigens,  was  expressed  in  non-neoplastic 
mucosa  of  91%  of  the  specimens.  LeY,  a marker  of  tumor 
associated  antigens,  was  detected  in  82%  of  the  carcinonas 
while  expressed  only  in  32%  of  the  adjacent  non-neoplas  tic 
mucosa.  Le’^,  supposedly  a marker  for  tumor  aggressiveness, 
was  found  in  45%  of  the  carcinomas.  However,  it  was 
absent  in  the  five  carcinomas  which  did  not  invade  the 
pericolic  tissues.  Study  was  supported  by  NIH  RCMI 
award  RR03035-01A1. 
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EPIDEMIOLOGY  OF  COLONIC  ADENOMATOUS  POLYPS  AT  THE 
VETERANS  ADMINISTRATION  HOSPITAL.  Wanda  Ortiz,  MD 
(associate),  Evelio  Bravo,  MD  (member).  San  Juan 
Veteran's  Hospital,  San  Juan,  PR 

There  is  evidence  in  the  literature  that  adeno- 
matous colonic  polyps  are  precursors  of  colon  cancer. 

To  assess  the  epidemiology  of  adenomatous  polyps  at 
the  Veterans  Administration  Hospital  we  conducted  a 
retrospective  study  based  on  colonoscopies  performed 
at  the  Veterans  Administration  Hospital  during  1987  to 
1988.  Those  patients  with  evidence  of  colonic  adeno- 
matous polyps  or  colon  cancer  were  selected  and  their 
hospital  records  analizad.  Pertinent  information  about 
history  and  laboratories  was  recorded;  information  about 
size,  distribution,  histology  and  frequency  of  adeno- 
matous polyps  and  carcinomas  was  taken  from  colonoscopy 
reports.  The  population  consisted  of  61  males  with  a 
mean  age  of  64  years.  Twelve  patients  had  colon  cancer 
and  fourty-nine  patient  presented  93  adenomatous  polyps. 
The  most  common  symptom  at  presentation  was  rectal  bleed- 
ing in  31%.  Analysis  of  distribution  of  lesions  showed 
that  26.8%  were  located  at  the  ascending  colon;  19.4% 
at  the  sigmoid;  18.2%  at  the  transverse;  14%  at  the  rec- 
tum; 12.9%  at  the  descending  and  8.6%  at  the  cecum; 
(46.2%  were  located  at  the  left  colon  and  54%  at  the 
right  colon).  Of  12  patients  with  colon  carcinoma,  42% 
were  located  at  the  ascending;  42%  at  the  sigmoid  and  3% 
at  the  transverse  and  descending  respectively  (50%  at 
the  right  colon  and  50%  at  the  left  colon).  The  majority 
or  47%  of  the  patients  had  only  one  polyp.  55  of  93 
polyps  (59%)  were  less  than  .5cm;  19%  were  larger  than 
1cm.  Polyp  size  correlated  with  histology:  51  of  55 
smaller  than  .5cm  had  only  mild  dysplasia;  villous  and 
tubulovillous  polyps  and  those  with  carcinoma  in  situ 
were  usually  larger  than  1cm.  In  conclusion,  evidence  of 
a shift  of  the  localization  of  colonic  neoplastic  lesions 
from  the  left  side  of  the  colon  to  the  right  is  seen  at 
this  population  and  is  similar  to  recent  reports  in  the 
literature . 
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ACUTE  PANCREATITI.S  IN  THE  UNIVERSITY  HOSPITAL:  A 
PROSPECTIVE  SURVEY  Rafael  Rodriguez,  MD  (member), 

Rafael  Mosquera,  MD,  Esther  A.  Torres,  MD,  FACP,  Juan 

Oharriz,  (associate)  University  of  Puerto  Rico 
School  of  Medicine,  San  Juan,  PR 

We  evaluated  prospectively  patients  admitted  with 
acute  pancreatitis  to  the  University  District  Hospital. 
Criteria  for  inclusion  were  a clinical  picture  sugges- 
tive of  acute  pancreatitis  and  lOx  elevation  of  amylase 
and/or  5x  elevation  of  lipase,  or  surgical  or  autopsy 
findings  confirming  the  diagnosis.  Parameters  evaluated 
were  age,  sex,  etiology,  biochemical  findings,  imaging 
studies,  complications  and  outcome.  A total  of  24  patients 
had  29  episodes  of  pancreatitis.  Mean  age  was  49.3 
(range  20-96).  When  applving  Ransom's  prognostic  cri- 
teria, a no  significant  association  was  found  between 
the  number  of  criteria  present  and  the  severity 
of  disease.  Single  crireria  associated  to  severity  were 
WBCO  16000,  glucose  Tr:»’  200  mg/dl,  LDH  350U/L, 

BUN  increase^:»  5mg/dl , Ca-^8mg/dl.A  2xincrease  in  ALT 
had  a 67%  positive  predictive  value  for  biliary  disease. 
Complications  were  pseuQocyst( 3 ) , abscess(2),  renal  fail- 
ure(2),  respiratory  failureO),  vascular  thrombosis( 2 ) , 
pleural  effusion(4),  pneumonitis92) , atelectasis(2) , upper 
GI  bleedingO),  hypocalcemia( 2 ) , hyperglycemia( 2 ) . Five 
patients  underwent  cholecystectomy,  2 pseudocyst  drainage 
Two  patients  died  (8.3%). 


Etiology n (%) 

Cholelithiasis  12  (41.A%J 

Alcohol  6 (21%) 

Hyperlipidemia  1 (3.4%) 

Post  ERCP  r (3.4%) 

Pancreas  ca  1 (3.4%) 

Idiopathic  1 (3.4%) 

Unknown  7 (24%) 

Total  29  (100%) 
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BONE  DENSITOMETRY  IN  HYPERPARATHYROID'ISM : 
EXPERIENCE  WITH  SINGLE-PHOTON  BONE  ABSORPTIO- 
METRY (SPA)  F.  Aquiló  Jr.,  FACP,  C.  Suárez, 
M^._C_._\^ázg_ue_^,_  L_-_JL^dtLo2iL'- 

Enao  & Metabolic  Div.,  DPR 
School  of  Medicine,  San  Juan,  P.R.  00936 
Bone  absorptiometry  has  been  added  to  our 
armamentarium  for  evaluation  of  hyperparathy- 
roidism. We  have  utilized  SPA  during  the  last 
7 years,  and  the  present  report  concerns  the 
findings  among  50  patients  seen  in  a 5 year 
period.  There  were  37  female?  (74%)  and  13 
males,  ages  14  to  80.  Mean  age  was  54  2.3 

(mean  _+  sem)  years.  Females  (56  _+_  2.3  yrs) 
were  older  than  males  (48  _+  5).  Bone  density 
(BD)  was  done  on  the  distal  1/3  of  their  non- 
dominant arm  using  a Norland  bone  densitome- 
ter. BD  (Gm/cm^  ) was  obtained  by  dividing 
BMC  (bone  mineral  content,  Gm,''cm)  by  the  bone 
width  (BW,  cm) .These  were  compared  with  age  Í 
sex-matched  controls.  Male  patients  had  an 
average  BD  of  0.685  Gra,''cm  , not  having  signi- 
ficant correlation  with  age  ( p <;  0 . 2 ) , while 
females  ( BD  = 0.55  0.017  Gm/cin  ) did  show 

a significant  correlaton  with  age  (r  = 0.45, 
p .<.0.004).  As  compared  with  our  previously  es 
blished  normal,  only  3 age  groups  had  BD  be- 
low 1 SD:  the  60-69  males  S.  the  40-49  & 60  tc 
69  females.  At  follow-up,  a drop  of  9-20%  in 
BD  was  observed  in  5 patients  within  2-3 
years,  leading  to  operation  while  in  4 an  in- 
crease of  up  to  18%  was  seen  post-op  in  1 to 
4 years.  Mean  serum  calcium  (11.6  +_  0.13  mg 
per  dL)  failed  to  correlate  with  BD . Serum 
PTH  was  on  the  average  4.9  times  the  top 
limit  of  normal  for  various  assays  S.  had  a 
significant  correlation  with  serum  calcium 
(r  = 0.37,  p<0.05).  Concl:  BD/SPA  is  useful 
in  the  modern  management  of  hyperpara. 


■.5 


THE  HISTOPATHOLOGIC  AND  ENDOSCOPIC  FEATURES  OF  FUNDIC 
GLAND  POLYPS  IN  PATIENTS  WITHOUT  FAMILIAL  POLYPOSIS 
COLI . Manuel  A.  Marcial ,M. D ., FCAP , FACP , Myriam 
Villaf ana ,M. D . , Jorge  Hernández-Den ton ,M. D ., FACP , and 
Juan  R.  Colon-Pagan , M. D. , FACG , Departments  of  Pathology 
and  Internal  Medicine,  Escuela  de  Medicina  Universidad 
Central  del  Caribe,  Bayamón,  P.R.,  Clínica  Las  Americas, 
Hato  Rey,  P.R.,  and  Hospital  Pavía,  Santurce,  P.R. 

Fundic  gland  polyps  were  originally  described  in 
1974  as  a gastric  histopathologic  marker  for  familial 
adenomatosis  coli.  Recently,  they  have  been  recognized 
to  occur  also  in  patients  without  familial  polyposis. 
Non-syndromic  cases  average  53  years  of  age  with  a 
definite  female  sex  predominance.  The  number  of  fundic 
gland  polyps  in  non-syndromic  cases  is  smaller  than  in 
cases  of  familial  adenomatosis  coli,  commonly  being 
less  than  ten.  These  small  sessile  smooth  surfaced 
polyps,  usually  less  than  0.8  cm.,  are  located  in  the 
gastric  fundus  and  body.  Histologic  features  include 
a hyperplasia  of  disorganized  fundic  glands  and  the 
presence  of  microcysts. 

We  have  prospectively  evaluated  all  endoscopic 
gastric  polypectomies  for  the  past  13  months  with  the 
aim  of  studying  fundic  gland  polyps  in  our  patient 
population.  Twenty  two  patients  were  identified.  None 
of  the  patients  had  familial  adenomatosis  coli  as 
assessed  by  either  colonoscopy  and/or  barium  enema. 
There  were  19  females  and  only  3 males  with  a male  to 
female  ratio  of  1:6.3.  The  patient's  ages  ranged  from 
30  to  78  years  with  an  average  age  of  53+14.  The 
endoscopic  and  histopathologic  features  of  this 
particular  type  of  polyps  will  be  presented  and 
discussed . 


This  study  was  supported  in  part  by  RCMI  grant 
RR03035-01A1  from  the  National  Institutes  of  Health. 
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ASCORBIC  ACID  MODIFIED  THE  EFFECTS  OF  CHRONIC  VANADATE 
(VO^  ) ADMINISTRATION  ON  RENAL  FUNCTION.  L.R. 


Miranda,  B.S.Ch.E.,  J.E.  Benabe,  F.A.C.P.,  M.  Martinez 

Maldonado,  F.A.C.P.,  Dept.  Chemical  Eng.,  UPR,  and 
Medical  Service,  VAH,  San  Juan,  PR. 

We  have  previously  reported  that  VO,  inhibits 
mitochondrial  function  in  vitro.  In  addition,  chronic 


for  17  days  Induced  a fall  in  GFR  and  ERPF,  and 
blunted  the  natriuretic  and  potassium  secretory 
effects  of  furoseralde.  We  have  also  shown  that  renal 
cortex  mitochondria  Isolated  froifl  animals  treated  with 
VO^  for  17  days  have  markedly  depressed  oxygen 
consumption.  Since,  the  incubation  of  normal 

mitochondria  with  ascorblt_ acid  (As.ac.)  prevents  the 
inhibitory  effects  of  VO^  in  vitro  we  examined  the 
effects  of  As.ac.  supplements  (45  rag/kg  bo^y 
welght/day,  p.c^)  in  animals  treated  with  l.p.  VO, 
for  17  days  (VO^  + As.ac^  and  compared  them  with  the 
group  receiving  only  VO  and  control  group.  The 


results  of  the  renal  heraotí'^nainics  were  as  follows: 


Control 


VO 


As.ac.  + VO 


3- 


GFR 

ERPF 


0.36  + 0.30* 
1.4  + 1.7  * 


1.23+  0.R3*+ 
3.1  + 0.9  *+ 


2.2  + 0.8 
6.9  +2.8 
* p 0.05  compared  to  control. 

+ p 0.05  compared  to  VO  . 

The  results  of  renal  mitochondrial  respiration  were  as 
follows : 

State  4 State  3 DNP 

Control  29+2  122+2  67+1 


onti  _ _ 

VO^  15  + 1 * 53  + 7 * 

As.ac.  + VO^  30  ^ 6 + 120  5 + 

p 0.01  compared  to  control. 


49  + 2 * 
66  + 1 + 


Th 


+ p 0.01  compared  to  VO^  . 


4 

he  resi^lts  Indicate  that  As.ac.  protects  the  kidneys 
fr^m  VO^  Induced  injury.  This  also  suggests  that 
VO^  causes  renal  failure  and  impairs  mitochondrial 
function  by  oxidations  reactions. 
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Pulmonary  Artery  Hypertension  and  Hypoxia  Induced  by  Orally 
Dissolved  Converting  Enzyme  Inhibitors 

H.  Méndez*,  P.I.  Altieri,  R.  Rodriguez  Servera^  A.F.  Laureancf, 
J.  Martinez  Toro,  H.  Banchs,  Department  of  Medicine,  University 
of  Puerto  Rico,  Medical  Science  Campus. 

Ten  patients  (P)  with  ischemic  heart  disease  had  complete 
left  and  right  heart  catheterization  before  and  after  25mg. 
captopril  was  let  dissolve  in  the  mouth  and  sublingually. 
Lisinopril  and  enalapril  were  also  studied  the  same  way. 

Hemodynamic  measurements  were  10  min.  apart,  and  were 
monitored  for  30  min.  The  heart  rate  (HR)  increased  from  70 
+ 13  to  76  beats/min  (P  <.10).  There  was  no  change  in  the 
arterial  blood  pressure,  although  the  systemic  vascular 
resistance  (SVR)  decreased  from  1500  J;  400  to  1026  + 480  dynes- 
sec-CM  (P  < .15).  The  pulmonary  artery  pressure  (MPA)  was 
increased  from  15+6  to  25  5mmHg  (P<  .005)  and  the  pulmonary 
vascular  resistance  (PVR)  increased  from  288  f 160  to  376  + 
160  dynes-sec-cm-5  . (p<  .10).  The  wedge  pressure  increased 

from  7 + 2 to  14  _+  3mmHg  (P<.05).  The  C.O.  increased  from 
5.06  + 1.06  to  5.l8  + 1.58  Lt/min.  (Pc  .05)  The  L.V.E.D.V. 
increased  from  128  + 40  to  145  + 37cc  (Pc  .35),  without  change 
in  the  E.S.V.  The  E.F.  increased  from  56  + 3 to  61  + 4%(F  < 
.025).  The  pressure  changes  disappeared  after  25  min.  It  was 
observed  the  induction  of  hypoxia  (97mmHg  to  87mmHg)  (P^  .35). 

The  possible  mechanisms  involved  in  these  changes  are: 

I.  Vasodilation  of  the  carotids  due  to  tissue  converting  enzyme 
inhibition,  produces  a massive  increase  in  cerebral  blood  flow 
inducing  reflex  pulmonary  artery  vaso  constriction,  hypoxia 
and  transient  pulmonary  artery  hypertension.  By  way  of 
ventricular  interdependence,  the  left  ventricular  pressure  volume 
relationship  is  altered,  producing  an  elevation  of  filling 
pressure  and  preload. 

ue  to  these  changes  patients  should  be  told  to  swallow  the 

.C.E.  inhibitors  and  not  let  it  dissolve  in  the  mouth. 

*-  Members 
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LOCALIZED  LENS  IONIC  TRANSPOBT  IN  NORMAL  RATS 
C.B»chl«r,  E.  Escape  and  C.  Rodrlgu«»-STgent ; San 
Juan  Veterans  Bosplcal  and  Dnlveralcy  of  Puerto  Rico 
School  of  Medicine,  San  Juan,  Puerto  Rico, 

Cataracts  associated  with  genetic  hypertension  are 
a feature  of  Dahl  salt-sensitive  rats.  Altered  lens 
and  aqueous  humor  electrolyte  composition  In  adult  salt- 
sensitive  rats  with  cataracts  suggested  that  Inhibited 
Na -K  ATPase  activity  at  the  lei^/cllllary  epithelia 
might  Initiate  cataracts  in  these  model.  Yet,  we  found 
high  ouabain-sensitive  86Rb  uptake  In  weanling  salt- 
sensitive  rats  without  cataracts.  We  now-set  up  the 
Method  for  measuring  localized  Ionic  fluxes  In  normal 
rats  to  later  assess  the  possibility  that  this  Increase 
In  lens  Na-K  ATPase  might  result  from  alterd  lens  epi- 
thelial vs.  fiber  Ion  transport.  Anterior  and  posterior 
lens  surfaces  were  isolated  (Double  Dsslng  Chamber)  snd 
^^Rb  uptake  evaluated.  Both  sides  of  the  chambers  con- 
tained circulating  tissue  culture  media  and  Its  pH  and 
temperature  were  constant  throughout  Che  experiments. 

The  lenses  were  incubated  for  a flvc(5)  hour  equilibra- 
tion period.  ^^Rb  was  then  added  Co  Che  anterior  (N*12) 
or  posterior  (N-12J  side  (2  hr.  incubation,  with  and 
without  ouabain)  and  correction  made  for  extracellular 
distribution  of  ^^Rb.  Values  are  expressed  as  ^^Rb 
lens/medla  (25mg.  wet  lens  weight).  Total  anterior  len- 
ticular ^^Rb  uptake  (0.3210.04)  was  greater  than  Che 
posterior  side  (0.10i0.03).  Anterior  ouabaln-lnsensitlve 
uptake  (0.13i0.02)  was  also  higher  Chan  posterior  values 
(O.OSiO.Ol).  Anterior  ouabaln-sensltlve  ®^Rb  uptake 
(0.19l0.03)  demonstrated  lens  viability.  Posterior 
ouabain-sensitive  ®^Rb  uptake  (0.02l0.0i)  was  negligible 
as  expected.  We  have  thus  effectively  sec  up  the  method 
for  localized  lens  ion  transport. 


Sirviendo  al  Pueblo 
y ala 

Profesión  Médica 
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M€DICñL  ñSP€CTS 
OF  NUTRITION 


Ultratrace  Minerals  Mythical  Elixirs  or 
Nutrients  of  Concern? 

Forrest  H.  Nielsen,  Ph.D. 


Ultratrace  minerals  is  a term  often  applied  to  elements 
for  which  there  is  experimental  evidence  from 
animal  models  suggesting  that  they  are  essential  for 
humans.  However,  the  nutritional  importance  of  these 
minerals  has  not  been  clearly  established.  One  reason  for 
the  difficulty  in  establishing  importance  of  ultratrace 
minerals  is  that  they  are  required  in  such  small  amounts, 
1 mg/day  or  less. 

Since  the  early  1970s,  there  has  been  speculation  that 
the  lack  of  one  or  more  of  the  ultratrace  elements  would 
be  found  responsible  for  some  human  diseases,  such  as 
atherosclerosis,  osteoporisis  and  hypertension,  with  out 
complete  understanding  as  to  their  cause.  However, 
convincing  evidence  that  ultratrace  element  deficiencies 
result  in  susceptibility  to  any  disorders  has  been  elusive. 
A possible  explanation  for  this  elusiveness  is  that  pre- 
vious experimental  approaches  were  too  simplistic.  They 
usually  involved  a search  for  a simple  deficiency  that  was 
unlikely  to  be  found  due  to  the  powerful  homeostatic 
mechanisms  of  the  body. 

When  an  organism  is  exposed  to  some  form  of  nutri- 
tional, metabolic,  hormonal  or  physiologic  stress,  some 
ultratrace  elements  may  be  of  nutritional  significance.  In 
other  words,  the  insufficient  intake  of  a specific  ultratrace 
element  probably  becomes  apparent  only  when  the  body 
is  stressed  in  some  manner  so  as  to  enhance  the  need  or 
interfere  with  the  utilization  of  that  element.  Examining 
the  possibility  that  some  of  the  ultratrace  elements  are  of 
importance  for  humans  exposed  to  various  stressors  has 
revealed  that  boron  and  silicon  are  candidates  of  poten- 
tial nutritional  concern.  The  need  for  these  minerals 
seems  to  be  enhanced  by  human  stresses,  i.e.,  low  dietary 
calcium  and  magnesium  intakes  or  high  dietary 
aluminum  intake. 


Supervisory  Nuirilionisi/ Center  Director.  U.S.  Department  of 
Agriculture,  Agricultural  Research  Services,  Grand  Forks  Human 
Nutrition  Research  Center,  P.O,  Box  7166  - University  Station,  Grand 
Forks,  ND  58202 


Boron  Deficiency 

Signs  of  boron  deficiency  in  animals  vary  in  nature  and 
severity  as  the  diet  varies  in  its  content  of  calcium,  magne- 
sium, cholecalciferol  (vitamin  D),  aluminum,  argine  and 
methionine.  Nonetheless,  boron  deprivation  affects  a 
number  of  variables  associated  with  calcium,  copper  and 
nitrogen  metabolism.  These  effects  ultimately  alter  the 
function,  or  composition  of  the  skeleton,  kidney  and 
brain. 

• Animal  Studies 

Calcium-deprived  rats  fed  a boron  (B)  supplement  of  3, 
6 or  12  ug  B/g  diet  had  vertebrae  that  contained  higher 
calcium  content  and  required  more  force  of  break  than 
the  vertebrae  of  rats  fed  a low  boron  diet.'  A basal  diet 
containing  0.465  ug  B/g  diet  supplemented  with 
3 ug  B/g  diet  alleviated  cholecalciferol  deficiency- 
induced  distortion  of  marrow  sprouts  of  chick  proximal 
tibial-epiphyseal  plate. ^ 

Dietary  boron  was  found  to  influence  the  frequency 
distribution  of  the  electrical  activity  in  brains  of  mature 
rats.^  In  this  study,  brain  copper  concentrations  were 
higher  in  boron-deprived  than  in  boron-supplemented 
rats.  Furthermore,  calcium  concentrations  in  total  brain 
and  in  brain  cortex,  as  well  as  phosphorus  concentration 
in  the  cerebellum,  were  found  to  be  higher  in  boron- 
deprived  than  in  boron-supplemented  rats  fed  a cholecal- 
ciferol-deficient  diet.'* 

The  apparent  absorption  and  balance  of  calcium,  mag- 
nesium and  phosphorus  were  higher  in  boron- 
supplemented  (2.72  ug  B/g  diet)  than  in  boron-deprived 
(0.158  ug  B/g  diet)  rats  fed  a cholecalciferol-deficient 
diet.'*  Furthermore,  a low  boron  diet  increased  the 
urinary  loss  of  calcium  and  magnesium  by  female  rats. 
The  magnesium  effect  was  enhanced  by  feeding  low 
amounts  of  calcium.^ 

• Human  Studies 

Twelve  postmenopausal  women  first  were  fed  a diet 
that  provided  0.25  mg  B/2000  kcals  for  1 19  days.^  They 
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were  later  fed  the  same  diet  supplemented  with  3 mg 
B/day  for  48  days.  The  boron  supplementation  reduced 
total  plasma  concentration  of  calcium  and  urinary  excre- 
tion of  calcium  and  magnesium.  Boron  supplementation 
also  elevated  the  serum  concentrations  of  17B-estradiol, 
testosterone  and  ionized  calcium  in  these  women. 

Subsequently,  an  experiment  was  performed  with  men 
and  women  aged  45  + years. * These  subjects  were 
depleted  of  boron  for  63  days  while  fed  a basal  diet 
(0.23  mg  B/2000  kcals).  This  regimen  was  followed  by  a 
49-day  repletion  period  in  which  the  basal  diet  was 
supplemented  with  3 mg  B/day.  Both  depletion  and 
repletion  diets  were  low  in  magnesium  (115  mg  magne- 
sium/200 kcals)  and  copper  ( 1 .6  mg  copper/2000  kcals). 
Serum  calcitonin,  25-hydroxycholecalciferol,  cerulo- 
plasmin, plasma  copper  and  erythrocyte  superoxide 
dismutase  activity  were  decreased  during  the  boron- 
depletion  period.  Serum  creatinine,  glucose  and  blood 
urea  nitrogen  were  higher  during  depletion  than 
repletion.  The  subjects  displayed  impaired  performance 
in  tapping,  pursuit,  search,  counting  and  encoding  tasks 
during  boron  depletion.^  Electroencephalograms  obtained 
during  boron  depletion  indicated  that  low  dietary  boron 
depressed  mental  alertness.^ 

Function  of  Boron 

As  yet,  a biochemical  function  for  boron  has  not  been 
elucidated.  However,  evidence  that  has  been  repoted  is 
consistent  with  boron’s  direct  association  with  membranes 
and  involvement  in  the  functional  efficiency  of  plants. 
Because  the  response  of  experimental  animals  seems  to  be 
enhanced  by  nutritional  stresses  that  alter  membrane 
integrity  (e.g.,  magnesium  deficiency),  it  would  not  be 
surprising  to  find  that  boron  influences  macromineral 
metabolism  by  affecting  the  regulatory  role  of  a hormone 
at  the  cell  membrane  level.  Furthermore,  because  boron 
affects  calcium  absorption  and  excretion  in  animals  and 
humans,  the  gastrointestinal  tract  and  kidney  may  be  the 
primary  sites  of  boron  action.  Thus,  dietary  boron  intake 
may  influence  some  disorders  that  exhibit  disturbed 
macromineral  metabolism,  e.g.,  osteoporosis. 

Dietary  Intakes  of  Boron 

Human  studies  indicate  that  most  subjects  consuming 
about  0.25  mg  B/day  respond  to  boron  supplementa- 
tion. Thus,  the  requirement  for  boron  must  be  higher 
than  this  intake  level.  A recent  study  with  chicks 
indicated  that  this  species  requires  about  1 ug  B/g  dry 
diet."  If  it  is  assumed  that  adult  humans  consume  500  g 
of  a mixed  diet  daily  (dry  basis),  a boron  concentration  of 
1 pg  B/g  dry  diet  would  result  in  an  intake  of  0.5  mg 
B/day.  This  value  may  be  close  to  the  average  minimum 
requirement  for  humans.  For  many  individuals,  however, 
higher  intakes  of  boron  may  be  required  because  of  expo- 
sure to  stresses  such  as  low  dietary  intake  of  calcium  and 
magnesium.  Thus,  an  intake  of  1 mg  B/day  may  be 
appropriate  to  assure  optimal  health.  It  is  important  to 
point  out  that  until  further  research  has  been  conducted, 
oral  doses  in  excess  of  10  mg  B/day  are  not  recom- 
mended. 


Foods  of  plant  origin,  especially  fruits,  leafy  vegeta- 
bles, nuts  and  legumes  are  rich  sources  of  boron.  Wine, 
ciders  and  beer  are  also  high  in  born. 

Silicon  Deficiency 

Most  of  the  signs  of  silicon  deficiency  in  chickens  and 
rats  indicate  an  aberrant  metabolism  of  connective  tissue 
and  bone."  The  response  to  silicon  deprivation  can  be 
enhanced  by  low  dietary  calcium  and  high  dietary 
aluminum.  Rats  fed  a diet  low  in  calcium  and  silicon  and 
high  in  aluminum  accumulated  high  amounts  of 
aluminum  in  the  brain."  Silicon  supplements  prevented 
the  increase  in  brain  aluminum.  When  fed  a low  calcium 
diet,  silicon-deprived  rats  exhibited  depressed  tibial  and 
skull  concentrations  of  calcium,  magnesium  and  phos- 
phorus." 

Function  of  Silicon 

Both  the  distribution  of  silicon  in  animals  and  the 
effect  of  silicon  deficiency  on  the  form  and  composition 
of  connective  tissue  support  the  view  that  silicon  func- 
tions as  a biological  cross-linking  agent  that  contributes 
to  the  architecture  and  resilience  of  connective  tissue  such 
as  collagen,  elastin  and  mucopolysaccharide."  Silicon 
also  is  involved  in  bone  calcification,"  however,  the 
mechanism  of  involvement  remains  unclear.  Because 
silicon  affects  bone  and  brain  composition,  the  nutri- 
tional importance  of  silicon  demands  further  study, 
specially  for  aging  humans. 

Dietary  Intakes  of  Silicon 

Although  the  essentiality  of  silicon  (Si)  was  suggested 
almost  20  years  ago,  the  minimum  requirement  has  not 
been  ascertained  for  any  animal.  Deficiency  signs  in 
chickens  were  prevented  by  180  ug  to  200  ug  Si  as  the 
silicate/g  diet  or  about  26  mg  to  52  mg  Si/100  kcals." 
However,  other  silicon  compounds  apparently  are  5 to  10 
times  as  effective  as  silicate  per  atom  of  silicon  in  preven- 
ting deficiency.  Thus,  if  humans  have  a requirement  for 
silicon,  it  probably  is  in  the  range  of  5 mg  to  20  mg 
Si/day.  These  is  no  evidence,  however,  that  describes 
signs  of  toxicity  when  silicon  is  consumed  orally. 

The  richest  sources  of  silicon  are  unrefined  grains  of 
high-fiber  content,  cereal  products  and  root  vegetables. 
Foods  of  animal  orgina  are  low  in  silicon. 

Other  Ultratrace  Elements 

Sings  of  arsenic  deprivation  in  animals  are  altered  by 
dietary  manipulations  that  affect  the  metabolic  transfor- 
mation of  methionine  to  cysteine  and  to  its  metaboli- 
ties."  Arsenic  may  be  involved  in  the  formation  of 
various  metabolities  from  methionine,  e.g.,  cysteine, 
taurine.  The  need  for  arsenic  may  become  apparent  in 
animals  and  humans  exposed  to  a stress  that  affects  sulfur 
amino-acid  metabolism. 

• Nickel 

The  response  to  nickel  deprivation  was  enhanced  in 
animals  with  an  elevated  propionic  and  metabolism 
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caused  by  elevated  dietary  intake  of  an  odd-chain  fatty 
acid.’*  A vitamin  B,2-dependent  enzyme,  methylmalonyl- 
CoA  mutase,  catalyzes  the  last  step  in  the  propionate 
pathway  of  branched-chain  amino  acid  and  odd-chain 
fatty  acid  metabolism.  Perhaps  a need  for  nickel  by 
animals  and  humans  will  become  evident  under  situa- 
tions in  which  demands  upon  the  vitamin  B,2-dependent 
enzymes  are  elevated. 

• Vanadium 

Recent  findings  indicate  that  vanadium  is  an  essential 
elements  that  has  a biological  role  affecting  iodine  meta- 
bolism and  thyroid  function.’*  Moreover,  it  has  been 
found  that  alterations  in  thyroid  status  enhance  the 
response  of  rats  to  vanadium  deprivation.  Thus,  the  need 
for  vanadium  by  humans  may  become  evident  if  they  are 
exposed  to  stressors  that  cause  a subnormal  thyroid 
status. 


Summary 

Demonstration  of  the  nutritional  significance  of  the 
ultratrace  elements  has  resulted  from  studies  indicating 
I enhanced  need  in  organisms  exposed  to  various  meta- 
I bolic,  hormonal,  physiological  and  nutritional  stresses, 
i These  studies  indicate  that  some  ultratrace  elements, 
1 namely  boron  and  silicon,  will  be  found  to  be  nutritio- 
I nally  important.  The  dietary  lack  of  these  elements  may 
result  in  suboptimal  function  and  composition  of  bone 
and  brain. 
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Carnitine  and  Lipid  Metaboiism 

Peggy  R.  Borum,  Ph.D 


Carnitine  is  a nutrient  in  the  typical  American  diet.  It 
is  also  a pharmaceutical  agent  that  relieves  several 
symptoms  of  patients  with  a variety  of  metabolic  lesions. 
In  addition,  carnitine  isa  compound  that  is  commercially 
available  as  a nutritional  supplement.  Carnitine  is  found 
in  meat  and  dairy  products.  Although  the  healthy  adult 
does  not  require  dietary  carnitine,  the  neonate  and  criti- 
cally ill  patient  may  not  be  able  to  synthesize  adequate 
quantities  during  periods  of  metabolic  stress.'  For  this 
reason,  most  infant  formulae  are  supplemented  with  car- 
nitine so  that  the  final  concentration  is  similar  to  that  of 
human  milk  (if  the  endogenous  carnitine  is  lower  than 
that  of  breast  milk).  Pharmacological  doses  of  carnitine 
(approximately  10-fold  higher  than  dietary  intake) 
improve  the  clinical  condition  of  some  patients  with 
symptoms  such  as  organic  aciduria,  progressive  muscle 
disease,  cardiomyopathy,  hypoglycemia  or  hyperammo- 
nemia.^’ '' 

• What  is  carnitine  and  how  is  the  level  of  carnitine  in  the 
body  determined? 

Carnitine,  (3-carboxy-2-hydroxypropyl)  trimethylam- 
monium  hydroxide,  is  a short-chain  carboxylic  acid  con- 
taining nitrogen.  It  has  a molecular  weight  similar  to  that 
of  amino  acids.  However,  the  nitrogen  in  carnitine  is  not 
in  an  alpha  amino  group  but  a quaternary  amino  group 
and  cannot  be  detected  in  the  usual  determination  of  an 
amino-acid  profile. 

Assessment  of  carnitine  status  requires  the  perfor- 
mance of  an  assay  specifically  for  carnitine.  There  appear 
to  be  several  metabolic  pools  of  carnitine  in  the  body  and 
the  carnitine  concentration  in  one  pool  cannot  always  be 
used  to  predict  the  carnitine  concentration  in  another 
pool.  Plasma,  red  blood  cells  and  urine  are  the  most 
readily  available  samples  for  analysis.  Each  of  these 
samples  probably  represents  a different  metabolic  body 
pool  of  carnitine.  Unfortunately,  it  is  not  possible  to  use 
the  plasma  carnitine  concentration  to  accurately  predict 
carnitine  concentrations  in  other  samples,  such  as  heart, 
muscle,  liver,  etc.^  An  imperfect  but  practical  approach 
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to  the  problem  is  to  measure  the  pools  that  are  available. 
If  any  of  the  pools  appear  to  be  abnormal,  the  decision 
can  be  made  to  try  to  normalize  those  pools. 

• What  does  carnitine  do? 

The  enzymes  necessary  for  the  B-oxidation  of  long- 
chain  fatty  acids  are  located  in  the  matrix  of  the  mito- 
chondria. After  transport  into  the  cell,  long-chain  fatty 
acids  are  converted  to  coenzyme  A derivatives  which  are 
the  substrates  for  B-oxidation.  Since  all  membranes  are 
impermeable  to  coenzyme  A derivatives,  a shuttle  system 
is  required  to  permit  the  transport  of  the  fatty-acid 
coenzyme  A derivatives  to  the  site  of  B-oxidation. 
Carnitine  plus  transferase  and  translocase  proteins 
permit  the  transport  of  the  long-chain  fatty  acids  to  the 
mitochondrial  matrix.  The  coenzyme  A derivatives  of  the 
long-chain  fatty  acids  thus  become  available  for  B- 
oxidation  without  the  expenditure  of  energy  as  an  ATP 
molecule.^’  T * The  role  of  carnitine  in  the  facilitation  of 
the  B-oxidation  of  long-chain  fatty  acids  is  vital  to 
normal  metabolism.  When  this  role  of  carnitine  in  meta- 
bolism was  elucidated  in  the  late  1960s,  it  was  assumed 
that  the  function  of  carnitine  had  been  determined.  The 
logical  assumption  then  was  that  an  abnormality  in  carni- 
tine metabolism  would  result  in  pathophysiology 
associated  with  decreased  oxidation  of  long-chain  fatty 
acids. 

Patients  have  indeed  been  described  with  abnormal 
carnitine  status  and  abnormal  lipid  parameters.  However, 
patients  with  no  obvious  abnormality  in  any  lipid  para- 
meter have  benefited  from  pharmaceutical  doses  of  carni- 
tine. Carnitine  functions  to  transport  carbon  chains  with 
a carboxylic  acid  group  (acyl  groups)  across  membranes. 
Carnitine,  by  action  of  the  necessary  enzymes,  can  form 
an  ester  with  the  acyl  group,  transport  it  across  the  mito- 
chondrial membrane,  and/or  the  peroxisome  membrane, 
and/or  the  cellular  membrane,  and  then  reform  the  acyl- 
coenzyme  A in  the  new  location  without  the  expenditure 
of  energy  (ATP).  The  acyl  group  may  be  a fatty  acid  as 
discussed  above,  a product  of  carbohydrate  metabolism, 
a product  of  amino  acid  metabolism,  a drug  or  toxin.’ 
The  role  of  carnitine  in  removing  compounds  that  are 
becoming  toxic  to  a multiplicity  of  metabolic  pathways  is 
crucial  to  many  patients  with  a variety  of  inborn  errors  of 
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metabolism.  The  drug  valproic  acid,  as  well  as  its  meta- 
bolites, can  be  removed  from  the  body  in  the  form  of 
carnitine  esters  if  the  concentrations  are  reaching  toxic 
quantities.'' 

• What  are  the  sources  of  carnitine  for  the  body? 

The  major  source  of  carnitine  for  the  infant  is  milk. 
The  main  sources  of  carnitine  for  the  adult  are  endoge- 
nous synthesis  and  animal  products  in  the  diet.  The  liver 
j and  kidney  are  the  major  sites  of  carnitine  biosynthesis. 

1 Therefore,  either  liver  disease  or  renal  disease  may  reduce 
I the  carnitine  biosynthetic  capability  of  the  patient. 

• How  is  carnitine  metabolized  in  the  body? 

] Tissues,  such  as  heart  and  muscle,  derive  a large 
amount  of  their  energy  from  the  oxidation  of  long-chain 
fatty  acids  but  are  lacking  the  last  enzyme  in  the  carnitine 
biosynthetic  pathway.  Thus  the  only  source  of  carnitine 
I for  these  tissues  is  transported  from  either  its  site  of  syn- 
thesis or  from  the  gastrointestinal  tract. 

I • Who  requires  dietary  carnitine? 

' More  than  40  years  ago,  carnitine  was  demonstrated  to 
I be  a vitamin  for  the  mealworm  and  was  designated 
vitamin  Although  carnitine  is  sometimes 

called  a vitamin  by  individuals  selling  it  as  a nutritional 
supplement,  carnitine  has  been  clearly  demonstrated 
only  as  a vitamin  for  the  mealworm  but  not  for  humans. 
There  is  very  little  data  to  suggest  that  the  healthy  adult 
requires  carnitine  in  the  diet.  It  may  in  fact  be  a conditio- 
nally essential  nutrient  for  the  neonate  and  the  critically 
ill.'  Human  milk  contains  approximately  70  nmol/ml  of 
carnitine.  Neonates  who  have  received  carnitine-free 
formulae  or  carnitine  free  total  parenteral  nutrition 
(TPN)have  significantly  reduced  plasma  carnitine  con- 
centrations. Infant  formulae  sold  in  the  United  States 
usually  contain  carnitine  concentrations  similar  to  that  of 
I breast  milk  either  as  a result  of  the  endogenous  carnitine 
in  the  formula  ingredients  or  due  to  supplementation  of 
the  formula  during  manufacturing.  TPN  solutions 
continue  to  be  carnitine-free,  but  investigators  are 
I evaluating  the  potential  supplementation  of  these  solu- 
tions with  carnitine. 

• Who  benefits  from  pharmacological  doses  of  carnitine? 

Patients  with  progressive  muscle  weakness  were  the 
first  to  show  improvement  from  administration  of  carni- 
tine. A few  patients  have  been  shown  to  have  impairment 
of  carnitine  transport.  Others  may  have  somewhat 
impaired  biosynthesis  of  carnitine  in  addition  to  other 
abnormalities. 

Most  patients  who  gain  from  carnitine  administration 
] have  a secondary  carnitine  deficiency.  A wide  variety  of 
^ patients  with  organic  aciduria  and/or  hyperammonemia, 

I and/or  hypoglycemia  benefic  from  the  administration  of 
carnitine.  Carnitine  forms  an  ester  with  the  metabolite 
that  is  accumulating  to  toxic  concentrations.  The  carni- 
tine ester  is  excreted  in  the  urine.  This  detoxification  role 
I of  carnitine  is  crucial  to  the  survival  of  the  patient. 
I However,  if  the  detoxification  role  of  carnitine  is  needed 
on  a chronic  basis,  the  biosynthetic  capability  and  the 


normal  dietary  intake  will  not  be  adequate  to  meet  this 
increased  need  for  carnitine.  Carnitine  stores  in  the 
muscle  of  a healthy  adult  are  probably  adequate  to  meet 
any  detoxification  requirements  on  an  acute  basis.  The 
muscle  carnitine  stores  of  a neonate  are  much  less  than 
that  of  the  adult.  The  administration  of  carnitine  to 
neonates,  chronically  ill  patients  or  critically  ill  patients 
may  enhance  their  ability  to  tolerate  metabolic  stress 
resulting  from  the  accumulation  of  acyl  metabolites. 

• What  are  the  adverse  effects  of  pharmacological  doses 
of  carnitine? 

Administration  of  pharmaceutical-grade  L-carnitine 
has  very  few  reported  adverse  effects.  There  have  been 
infrequent  reports  of  patients  having  a “fishy”  smell  due 
to  the  production  of  trimethylamine  by  bacteria  in  the 
gut.  Some  patients  who  are  given  an  initial  high  oral  dose 
of  carnitine  may  experience  diarrhea.  If  the  treatment  is 
begun  at  a small  dose  and  progressively  increased  until 
the  desired  dosage  is  achieved,  the  patient  usually  expe- 
riences no  diarrhea.  L-carnitine  is  the  physiological 
isomer.  D,  L-carnitine  should  never  be  administered  toa 
patient  because  the  presence  of  the  D-isomer  may 
interfere  with  the  ability  of  the  body  to  utilize  the  L- 
isomer.  Although  carnitine  iscommercially  available  asa 
“nutrient  supplement,”  these  products  vary  greatly  in 
purity  and  are  not  regulated  by  the  Food  and  Drug 
Administration.  Patients  should  only  receive  pharmaceu- 
tical-grade carnitine. 

Summary 

Carnitine,  a short-chain  nitrogen  containing  carbo- 
xylic acid,  is  found  in  meat  and  dairy  foods.  Carnitine 
aids  in  a shuttle  process  that  makes  long-chain,  fatty-acid 
coenzyme  A derivatives  available  for  B-oxidation. 
Normal  healthy  adults  have  adequate  carnitine  stores 
and  do  not  require  dietary  carnitine.  However,  neonates, 
chronically  and  critically  ill  patients  with  decreased 
muscle  and  liver  carnitine  store  seem  to  benefit  from 
carnitine  supplementation  to  enhance  their  tolerance  of 
metabolic  stress. 

References 

1.  Borum  PR,  Bennett  SG.  J Am  Coll  Nutr  5:177-182,  1986 

2.  Angelini  C,  Trevisan  C,  Isaya  G,  Pegolo  G,  Vergani  L.  Clin 
Biochem  20:1-7,  1987 

3.  Clinical  Aspects  of  Human  Carnitine  Deficiency.  Edited  by  P R. 
Borum.  Pergamon  Press,  New  York,  NY,  1986,  pp.  1-271 

4.  Fatty  Acid  Oxidation,  Clinical,  Biochemical  and  Molecular 
Aspects.  Edited  by  K.  Tanaka  and  P.M.  Coates,  Alan  R.  Liss, 
Inc.,  New  York,  NY,  1990,  pp.  1-728. 

5.  Borum  PR.  Ann  Rev  Nutr  3:233-259,  1983 

6.  Bieber  LL.  Ann  Rev  Biochem  57:261-283,  1988 

7.  Rebouche  CJ,  Paulson  DJ.  Ann  Rev  Nutr  6:41-66,  1986 

8.  Bremer  J.  Physiol  Rev  63: 1420-1480,  1983 

9.  Carnitine  Biosynthesis,  Metabolism,  Function.  Edited  by  R.A. 
Frenkel  and  J.D.  McGarry.  Academic  Press,  New  York,  NY, 
1980,  pp.  1-356 

10.  Mitchell  ME.  Am  J Clin  Nutr  31:645-659.  1978 

11.  Mitchell  ME.  Am  J Clin  Nutr  31:481-491.  1978 

12.  Warner  C,  Horl  WH.  Nephron  50:89-102.  1988 

13.  Fraenke!  G.  Nature  1:981-983,  1948 

14.  Recent  Research  on  Carnitine.  Edited  by  G.  Wolf.  The  MIT  Press, 
Cambridge,  MA,  1965.  pp.  1-210 

15.  Pande  SV,  Murthy  MSR.  Biochem  Cell  Biol  67:671-673,  1989 

16.  Bahl  JJ,  Bressler  R.  Ann  Rev  Pharmacol.  Toxicol  27:257-277,  1987 


135 


Bol.  Asoc.  Med.  P.  Rico  - Marzo  1991 


Voi  83  Num.  3 


Cápsulas  Médicas 


Adolfo  Pérez-Comas,  M.D.,  Ph.D. 


DIARREAS  Y SOLUCIONES  DE  ARROZ 

Soluciones  que  contienen  sustancias  sólidas  de  arroz 
fueron  efectivas  en  un  estudio  del  tratamiento  de  la 
diarrea.  Disminuyeron  el  número  de  evacuaciones, 
promovieron  mayor  absorción  y retención  de  líquidos  y 
electrolitos  que  una  solución  glucosada.,  Pizarro  D et  al. 
Rice  - based  Oral  Elecrolyte  Solutions  for  the  Management 
of  Infantile  Diarrhea.  N Engl  J Med  1991;  324:517-21 


SOCIOS  NUEVOS 


ACTIVOS 


López  Tristini,  Armando  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1985.  Anestesiología.  Ejerce 
en  Carolina. 


VELOCIDAD  DE  SEDIMENTACION  ERITROCITARIA 
Y FALLO  CARDIACO 

La  velocidad  de  sedimentación  eritrocitaria  guarda 
una  correlación  directa  con  la  severidad  del  fallo 
cardiaco,  siendo  de  mal  pronóstico  los  niveles  bajos  o 
normales  en  los  pacientes  con  fallo  congestivo  crónico. 
Sin  embargo,  debido  a su  escaso  valor  discriminativo,  la 
prueba  presenta  escaso  valor  en  el  manejo  clínico  de  la 
condición. 

Haber  H et  al.  The  Erythrocyte  Sedimentation  Rate  in 
Congestive  Heart  Eailure.  N Engl  J Med  1991;  324-353-8. 


PRUEBAS  DE  LABORATORIO  EN  EL  DIAGNOSTICO 
DE  ENFERMEDADES  TIROIDEAS 

La  Asociación  Americana  de  Tiroides  recomienda  el 
empleo  de  dos  pruebas  de  laboratorio  para  el  manejo  de 
las  principales  condiciones  tiroideas:  la  determinación  de 
tiroxina  libre  y una  prueba  “sensitiva”  de  hormona 
tireotropa  (TSH).  Enfermos  agudamente  enfermos, 
aquellos  que  toman  ciertos  medicamentos  y en  algunas 
enfermedades  tiroideas  raras  pueden  observarse  hallazgos 
de  laboratorios  que  originen  confusión  al  médico, 
recomendándose  en  dichos  casos  la  consulta  a un  endo- 
crinólogo. 

Surks  MI  et  al.  American  Thyroid  Association  Guidelines 
for  Use  of  Laboratory  Tests  in  Thyroid  Disorders. 
JAMA  1990;  263:529-532 


DIETAS  MUY  BAJAS  EN  CALORIAS  PUEDEN  SER 
PELIGROSAS 

Las  dietas  bajas  en  calorías  suelen  ser  efectivas  en  el 
control  de  la  hipertensión,  la  diabetes  y las  hiperlipopro- 
teinemias.  Sin  embargo,  restricciones  muy  estrictas 
pueden  dar  lugar  a efectos  cardiovasculares  serios,  inclu- 
yendo la  muerte.  Cuando  el  organismo  no  recibe  sufi- 
ciente nitrógeno  puede  sobrevenir  atrofia  cardíaca.  Debe 
prevenirse  la  canibalización  de  tejidos  viscerales  para 
preservar  la  función  fisiológica  ante  la  inanición. 
Kushner  RE.  Cardiovascular  Effect  of  Extreme  Dieting. 
IM  Spec  1990;  11:67-77 


EAHNG 
RIGHT 
CAN  HELP 
RHXICE 
THE  RISK 
OF  CANCER. 


It  can  also  help 
you  reduce  your  weight. 


And  since  a 12-year  study  shows  that 
being  40%  or  more  overweight  puts 
you  at  high  risk,  it  makes  sense  to  follow 
these  guidelines  for  healthy  living! 

Eat  plenty  of  fruits  and  vegetables 
rich  in  vitamins  A and  C— oranges, 
cantaloupe,  strawberries,  peaches, 
apricots,  broccoli,  cauliflower, 
brussel  sprouts,  cabbage.  Eat  a 
high-fiber,  low-fat  diet  that  inciudes 
whoie-grain  breads  and  cereals  such 
as  oatmeal,  bran  and  wheat.  Eat  lean 
meats,  fish,  skinned  pouitry  and  iow- 
fat  dairy  products.  Drink  alcohoiic 
beverages  only  in  moderation. 


For  more  information, 
call  1-800-ACS-2345 
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PREGNANT  WOMEN  DRINKING  LESS, 
BUT  PROBLEMS  STILL  EXIST 


Chicago — Drinking  is  down  among  pregnant  women 
overall,  but  not  among  younger  and  less  educated 
women,  according  to  a study  published  in  this 
Wednesday’s  Journal  of  the  American  Medical  Association. 

“In  this  population-based  study  of  self-reported 
alcohol  use  among  pregnant  and  nonpregnant  women  (in 
20  states  and  the  District  of  Columbia),  we  found  that  the 
prevalence  of  alcohol  use  during  pregnancy  showed  a 
relative  decline  of  38  percent  from  1985  to  1988,”  writes 
Mary  Serdula,  MD,  MPH,  from  the  Center  for  Chronic 
Disease  Prevention  and  Health  Promotion,  Centers  for 
Disease  Control,  Atlanta,  with  colleagues. 

The  study  examined  the  Behavioral  Risk  Factor 
Surveillance  System  (BRFSS)  data  collected  in  telephone 
interviews  with  37,769  women  from  1985  to  1988.  Of  the 
women,  1,712  were  pregnant.  States  participating  in 
BRFSS  are  Arizona,  California.  Florida.  Georgia, 
Idaho,  Illinois,  Indiana,  Kentucky,  Minnesota,  Montana, 
New  York,  North  Carolina,  North  Dakota,  Ohio,  Rhode 
Island,  South  Carolina,  Tennessee,  Utah,  West  Virginia, 
Wisconsin  and  the  District  of  Columbia.  The  article  did 
not  provide  breakouts  by  state. 

“Among  pregnant  women,  alcohol  use  consistently 
decreased  by  year  of  interview  from  32  percent  in  1985  to 
20  percent  in  1988,”  the  authors  found.  “In  contrast,  the 
decrease  in  the  percentage  of  nonpregnant  women  who 
used  alcohol  was  much  less  pronounced — from  57 
percent  in  1985  to  53  percent  in  1988.” 

The  study  found  that  while  the  prevalence  of  drinking 
among  pregnant  women  declined,  “the  median  number 
of  drinks  per  month  for  pregnant  women  (4.2  per  month) 
did  not  change.”  The  median  number  of  drinks  for  non- 
pregnant women  was  8.7  per  month. 

“Among  pregnant  women,  alcohol  consumption  was 
more  common  for  smokers  (41  percent),  the  unmarried 
(35  percent),  and  those  aged  35  to  45  years  (33  percent),” 
the  authors  found.  “Among  pregnant  women,  the  highest 
number  of  drinks  per  month  was  reported  by  the 
unmarried  (7.0),  blacks  (6.5),  and  smokers  (6.0).” 

The  authors  write;  “The  prevalence  of  alcohol  use 


among  pregnant  women  remained  highest  for  those 
groups  who  may  be  at  higher  risk  for  poor  pregnancy 
outcome — smokers  and  the  unmarried.  In  addition,  no 
decline  in  alcohol  use  was  observed  among  either  the  least 
educated  or  the  youngest.  Finally,  women  who  drink 
during  pregnancy  had  not  decreased  the  number  of 
drinks  they  consumed.” 

The  researchers  say:  “If  these  patterns  continue,  the 
prevalence  of  alcohol  use  in  future  years  will  be  highest 
among  pregnant  women  who  are  younger  or  less 
educated.  More  aggressive  interventions  will  therefore  be 
needed  to  decrease  alcohol  use  among  pregnant  wowen 
who  are  smokers,  unmarried,  less  educated,  or  younger.” 


ORPHAN  DRUG  ACT  SPURS  DEVELOPMENT 


Chicago — Many  more  drugs  designed  to  treat  rare 
disease  have  been  marketed  since  the  inception  of  the 
1983  federal  orphan  Drug  Act,  according  to  an  article 
published  in  this  Wednesday’s  journal  of  the  American 
Medical  Association. 

“Overall,  the  law  has  been  associated  with  an  increase  in 
orphan  product  development,”  writes  Carolyn  H. 
Asbury,  PhD,  of  the  Robert  Wood  Johnson  Foundation, 
Princeton,  N.J. 

Orphan  drugs  treat  rare  disease  or  conditions, 
frequently  affecting  fewer  than  100,000  people.  Asbury 
writes:  “About  83  percent  of  the  Pharmaceutical  Manu- 
facturers Association-sponsored  orphan  drugs  had  a 
lower  than  average  return  on  investment,  while  develop- 
ment costs  were  greater  than  average.” 

The  Act  and  itS'  subsequent  amendments  provided 
manufacturers  with  market  incentives,  including  exclusi- 
vity and  tax  credits,  and  regulatory  provisions  designed 
to  overcome  disincentives  to  development,  Asbury 
writes. 

“While  industry  sponsored  34  marketed  and  24  experi- 
mental orphan  drugs  in  the  17  years  prior  to  the  Act,  it 
has  sponsored  39  marketed  orphan  drug  products  in  the 
seven  years  since  the  Act,”  she  writes.  Dr.  Asbury  notes 
an  additional  301  experimental  products  currently  have 
ophan  designation.  Treatments  have  been  developed  for 
diseases  and  conditions  ranging  from  HIV  infection  and 
various  cancers  to  growth  failure  and  Parkinson’s 
disease. 

While  the  majority  of  marketed  orphan  products  had 
annual  sales  less  than  $1  million,  annual  sales  for  three 
products  are  more  than  $100  million,  Asbury  writes.  One 
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is  a growth  hormone  for  children  who  have  growth 
failure;  one  is  used  to  treat  chronic  renal  failure-related 
anemia;  and  the  third,  aerosol  pentamidine,  is  used  to 
treat  HIV-related  pneumonia.  Congress  passed  legisla- 
tion in  October  1990,  which  was  designed  to  limit  such 
windfalls;  however.  President  Bush  vetoed  it. 

Asbury  says  while  the  Act  has  promoted  the  develop- 
ment of  new  products,  it  has  had  its  shortcomings.  “This 
has  been  achieved  at  a cost  to  some  companies,  and  to 
some  patients,  that  was  not  intended  and  that  has  added 
issues  of  affordability  to  the  debate.  These  issues  will 
need  to  continue  to  be  examined  as  changes  evolve  in 
technology,  third-party  payer  coverage,  and  possibly  in 
product  protection.” 


SUDDEN  UNEXPECTED  DEATH  IN  YOUNG 
ATHLETES  AVOIDABLE 


Chicago — Sudden  cardiac  deaths  suffered  by  young 
athletes,  such  as  Loyola  Marymount  basketball  player 
Hank  Gathers,  can  be  avoided,  according  to  the  authors 
of  an  article  published  in  February’s  American  Journal  of 
Diseases  of  Children.  “[We]  believe  that  with  a competent 
screening  history  and  physical  examination,  as  recom- 
mended by  the  American  Academy  of  Pediatrics,  most 
patients  with  a significant  cardiac  lesion  can  and  should 
be  identified  and  referred  for  accurate  diagnosis  and 
management,”  writes  Francis  M.  McCaffrey,  MD,  LCDR, 
of  the  Department  of  Pediatrics,  The  Medical  College  of 
Georgia,  Augusta,  with  collegues.  Such  lesions  stem  from 
Marfan  syndrome,  hypertrophic  cardiomyopathy  and 
coronary  artery  anomaliesk  which  can  be  detected  in  the 
majority  of  athletes  by  “concide,  directed  screening 
history  and  physical  examination.” 


TATTOOS  TAG  TROUBLED  TEENS 


Chicago — Teens  with  tattoos  are  more  likely  to  suffer 
from  “low  self-esteem,  delincuency,  drug  abuse,  family 
and  peer  modeling,  and  participation  in  satanic  rituals,” 
according  to  a study  published  in  February’s  American 
Journal  of  Diseases  of  Children.  The  authors  surveyed  474 
adolescent  between  12  and  18  years  old  in  Seattle,  Wash., 
suburban  Virginia,  and  suburban  Washington,  D.C. 
Twelve  percent  had  tattoos  and  88  percent  did  not. 
Adolescents  with  tattoos  appear  to  have  also  experienced 
family  dysfunction,  poor  academic  performance,  poor 
school  attendance,  delinquent  or  gang-related  behavior, 
heavier  drug  and  alcohol  use,  and  sometimes  drug 
dealing,”  writes  James  A.  Farrow,  MD,  of  the  Division 
of  Adolescent  Medicine  and  Department  of  Pediatrics, 
University  of  Washington  School  of  Medicine,  Seattle, 
with  colleagues.  “All  clinicians  should  be  aware  of  the 
potential  significance  and  underlying  motivations  of 
tattooing  in  adolescence  and  discuss  the  behavior  while 
providing  guidance  to  young  patients,”  they  write. 


AMN  REPORTS:  GULF  WAR  TIGHTENS  CARE 
FOR  MILITARY  FAMILIES  IN  GERMANY 


Chicago — The  military  “just  plain  forgot”  about 
medical  care  for  the  people  it  left  behind  in  Germany 
when  it  sent  troops  to  the  Persian  Gulf,  the  National 
Military  Family  Assn.  says. 

In  a report  in  this  week’s  American  Medical  News,  the 
advocacy  group,  the  largest  of  its  kind,  contends  that 
physician  and  hospital  services  for  the  150,000  military 
personnel  and  200,000  military  dependents  in  Germany 
have  fallen  to  some  of  the  lowest  levels  ever. 

The  military  says  it  sympathizes  with  the  families  and 
active  duty  personnel  inconvenienced  by  the  service 
reduction.  Spokesmen  insist,  however,  that  care  is  still 
available  at  a majority  of  military  hospitals  and  clinics  in 
Germany  and  that  the  German  civilian  system  can  fill  in 
any  cracks. 

Since  the  Allied  air  bombardment  against  Iraq  began 
Jan.  17,  active  duty  military  and  dependents  often  have 
been  unable  to  obtain  extended  inpatient  care  and  out- 
patient specialist  treatment  at  the  military’s  four  top 
hospitals  in  Germany,  AMN  says. 

Three  of  those  facilities  are  run  by  the  Army  — in 
Frankfurt,  Nuremberg  and  Landstuhl — and  one  by  the 
Air  Force  in  Wiesbaden.  They  have  refused  to  admit  all 
but  a handful  of  local  active  duty  and  dependent  patients 
since  soon  after  the  war  began. 

Many  of  the  hospitals’  specialists  cut  their  normal 
work  schedules  to  prepare  for  what  ultimately  could  be 
tens  of  thousands  of  casualties  from  a ground  assault  in 
Iraq  and  Kuwait. 

Meanwhile,  active  duty  personnel  and  military  depen- 
dents have  been  forced  to  drive  up  to  50  miles  to  an  alter- 
nate military  hospital  or  clinic  or  pay  German  civilian 
specialists  to  treat  them. 

“The  military  just  plain  didn’t  think  about  what  was 
going  to  happen  here,”  said  Diane  Schulz,  regional 
director  of  the  families  group  and  wife  of  an  Army  major 
stationed  in  Schweinfurt.  “I  think  they  just  plain  forgot 
about  us.” 

Health  access  problems  have  dogged  military  families 
in  Germany  since  the  first  troops  were  stationed  there 
after  World  War  II.  But  Schulz  said  access  to  care  was 
severely  curtailed  after  Iraq’s  August  invasion  of  Kuwait 
impelled  the  military  to  send  70,000  troops  — and 
hundreds  of  physicians  and  other  medical  personnel — 
from  Germany  to  the  Gulf. 

As  a result,  growing  numbers  of  U.S.  military  families 
have  had  to  pay  German  civilian  physicians  for  outpa- 
tient care  that  otherwise  would  have  been  free  at  a U.S. 
military  facility,  the  AMN  report  says. 

The  frustration  of  having  to  turn  to  German  civilian 
doctors  is  compounded  by  the  exchange  rate,  Schulz  said. 
Because  $ 1 buys  only  1 .5  German  marks  — down  from  2 
marks  two  years  ago — civilian  German  health  care  is  as 
expensive  and  sometimes  more  expensive  than  in  the 
United  States,  she  added. 

Hundreds  of  reservist  physicians  from  the  United 
States  arrived  in  December  and  January  to  fill  in  for' 
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doctors  deployed  to  the  Gulf.  In  fact,  said  army  spokes- 
woman Barbara  Slifer,  “when  you  include  all  the  reser- 
vists we  now  have,  we  have  more  physicians  than  we  had 
before,  and  we  have  all  the  medical  specialties 
represented.” 

However,  she  acknowledged,  the  army  did  not  replace 
all  of  the  specialties  sent  to  the  Gulf  with  physicians  from 
an  identical  specialty.  “It  wasn’t  one  for  one.” 


DIABETES  MANAGEMENT  CAN  CUT 
CHANCES  OF  BIRTH  DEFECTS 


Chicago — Intensive  management  of  a woman’s  diabetes 
can  limit  the  chances  she  will  give  birth  to  a child  with 
birth  defects,  like  congenital  heart  defects,  according  to  a 
study  published  in  this  Wednesday’s  Journal  of  the 
American  Medical  Association. 

“These  results  suggest  that  glycemic  control  in  the 
beginning  of  pregnancy  by  intensive  management  prior 
to  conception  will  reduce  the  frequency  of  major  conge- 
nital anomalies  in  infants  of  diabetic  mothers  to  that  of 
the  nondiabetic  population  (approximately  two  per- 
cent),” writes  John  L.  Kitzmiller,  MD,  of  the  Depart- 
ment of  Obstetrics,  Gynecology  & Sciences  at  the  Univer- 
sity of  California,  San  Francisco  with  colleagues.  The 
authors  say  that  “major  congenital  anomalies  have 
affected  four  to  12  percent  of  infants  of  mothers  with 
overt  diabetes.” 

The  study  tested  the  value  of  intensive  diabetes  mana- 
gement before  and  during  pregnancy.  Eighty-four 
diabetic  women  recruited  before  their  pregnancies  were 
compared  to  110  diabetic  women  who  were  six  to  30 
weeks’  pregnant.  The  authors  say  that  anomalies  are 
formed  early  in  pregnancy,  by  five  to  eight  weeks,  and  are 
the  leading  cause  of  perinatal  death  among  this  popula- 
tion. 

All  the  women  were  taught  about  possible  pregnancy 
complications  due  to  diabetes,  to  self-monitor  their 
blood  glucose  level,  and  to  use  an  individualized  eating 
and  exercise  plan.  Most  were  taught  to  make  adjustments 
in  their  insulin  doses.  Women  were  monitored  each  week 
prior  to  pregnancy.  During  pregnancy,  the  women  had 
weekly  visits  with  a physician  and  diabetes  educator; 
these  visits  occasionally  included  a dietician  and  a 
counselor-social  worker. 

In  addition  to  structured  diets,  all  the  women  had 
intensive  insulin  therapy.  Thirty  used  continuous  subcu- 
taneous infusion  therapy;  164  used  conventional  therapy. 
All  the  women  had  daily  measurements  of  their  blood 
glucose  level. 

“Twelve  major  congenital  anomalies  (10.9  percent) 
were  diagnosed  in  the  1 10  infants  of  mothers  in  the  post- 
1 conception  group  compared  with  only  one  anomaly 
( 1 .2  percent)  in  the  group  of  84  infants  born  to  mothers 
¡in  the  preconception  group,”  the  authors  write. 

“Our  data  indicate  that  it  is  necessary  to  begin  educa- 
tion and  management  before  conception  to  prevent 
major  congenital  anomalies  in  infants  of  diabetic 
mothers,”  they  write.  “This  implies  that  all  primary  care 


practitioners  who  encounter  diabetic  women  of  repro- 
ductive age  (twelve  to  45  years)  must  be  aware  of  the  risks 
of  a possible  pregnancy  and  must  so  inform  their 
patients.” 


OPEN  FETAL  SURGERY  SAFE  FOR  MOTHERS 


Chicago — Open  fetal  surgery  can  be  performed 
without  undue  risk  to  the  mother’s  life  or  her  reproduc- 
tive potential,  according  to  an  article  published  in  this 
Wednesday’s  Journal  of  the  American  Medical  Association. 

The  article,  an  assessment  of  the  outcome  of  the  first  1 7 
women  to  undergo  open  fetal  surgery,  was  written  by 
Michael  T.  Longaker,  MD,  from  the  Department  of 
Surgery  at  the  University  of  California,  San  Francisco, 
with  colleagues.  All  the  operations  were  performed  at 
UCSF. 

Fifteen  of  the  procedures  were  done  to  correct  one  of 
two  birth  defects:  severe  bilateral  hydronephrosis  (seven 
cases),  which  can  result  in  renal  failure,  and  congenital 
diaphragmatic  hernia  (eight  cases).  Maternal  age  at  the 
time  of  operation  ranged  from  17  to  38  years  (average 
age,  26.7  years);  fetal  age  ranged  from  18  to  28  weeks 
(average  age,  23.9  weeks). 

“There  were  no  deaths  or  serious  maternal  injuries,” 
the  authors  write.  Two  of  the  patients  required  blood 
transfusions,  but  the  authors  say  that  is  now  preventable 
using  improved  techniques.  “Pregnancy  had  no  delete- 
rious effect  on  wound  healing,  and  there  were  no  wound 
infections,”  they  write. 

“In  the  14  women  who  continued  pregnancy  after 
hysterotomy  (incision  of  the  uterus),  uterine  irritability 
and  preterm  labor  were  frequent  complications  requiring 
early  confinement  in  most  cases.”  They  write  that  all 
women  had  preterm  deliveries. 

“From  this  initial  series,  it  appears  that  fetal  surgery 
does  not  compromise  future  fertility,”  they  write.  “Seven 
patients  have  had  successful  subsquent  pregnancies  and 
one  is  currently  pregnant.” 

The  authors  caution  that  the  ability  to  perform  open 
fetal  surgery  does  not  mean  such  procedures  should  be 
done.  “We  strongly  believe  that  now  is  the  appropriate 
time  in  the  development  of  fetal  therapies,  before  they 
become  accepted,  to  rigorously  examine  their  efficacy, 
safety,  and  cost-effectiveness  compared  with  conven- 
tional treatment.” 

LOW-FAT  DIET  PLUS  DRUGS  WORK 
ON  CUTTING  CHOLESTEROL 

Chicago — A low-fat  diet  combined  with  cholesterol- 
lowering drugs  is  an  effective  method  for  getting  choles- 
terol down  to  targeted  levels,  according  to  a study 
published  in  this  Wednesday’s  Journal  of  the  American 
Medical  Association. 

The  study  examined  the  effectiveness  of  the  drug  lovas- 
tatin  when  taken  while  either  a high-fat  (43  percent  fat)  or 
a low-fat  (25  percent  fat)  diet.  “We. ..found  that  the 
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National  Cholesterol  Education  Program’s  (NCEP) 
guidelines  for  Low-Density  Lipoprotein  (LDL)  choles- 
terol were  achieved  by  80  percent  or  more  of  those  parti- 
cipants on  the  25  percent  diet  in  conjunction  with  lovas- 
tatin  but  by  less  than  50  percent  of  the  subjects  on  the  43 
percent  fat  diet  in  conjunction  with  lovastatin,”  writes 
Margaret  M.  Cobb,  MD,  PhD,  of  the  Laboratory  of 
Biochemical  Genetics  and  Metabolism,  The  Rockefeller 
University,  New  York,  N.Y.,  with  colleagues. 

Twenty-six  men  and  women  with  high  LDL  cholesterol 
levels  were  randomly  assigned  to  either  the  high-  or  low- 
fat  diet  and  also  received  either  lovastatin  (40  milligrams 
per  day)  or  a placebo.  Cholesterol  measurements  were 
taken  before  and  upon  completion  of  the  three-week  diet. 
Subjects  were  then  offered  the  opportunity  to  repeat  the 
program,  but  on  the  other  diet.  Nine  people  went  through 
a second  diet.  Over  the  two  three-week  diets,  a total  of  19 
subjects  completed  the  study  on  the  high-fat  diet  and  16 
did  so  on  the  low-fat  one. 

“Lovastatin  reduced  total  cholesterol  by  23  percent 
and  LDL  cholesterol  by  30  percent,  compared  with 
placebo,  on  both  the  high-  and  low-fat  diet,  while  high- 
density  lipoprotein  was  reised  8 percent  on  the  high-fat 
diet  and  7 prcent  on  the  low-fat  diet,”  the  authors  write. 

They  reiterate,  though,  that  “Subjects  on  the  low-fat 
diet  in  conjunction  with  lovastatin  had  a greater  probabi- 
lity of  attaining  NCEP  guidelines  and  achieving  the 
desired  redution  in  risk  of  coronary  heart  disease.” 

The  authors  write:  “In  designing  a lipid-lowering 
regimen  for  patients,  therapeutic  goals  should  be 
achieved  by  modalities  that  have  the  highest  benefit-to- 
risk  ratio.  To  this  end,  the  NCEP  recommends  dietary 
therapy  as  the  initial  and  primary  modality.  Drug 
therapy,  first  with  cholestyramine  resin,  or  niacin,  is 
recommended  only  if  diet  fails  to  reduce  LDL  cholesterol 
levels  sufficiently.” 


DEPRESSED  NURSING  HOME  PATIENTS 
MORE  LIKELY  TO  DIE 


Chicago — Depression  can  increase  a nursing  home 
patient’s  chance  of  death,  according  to  a study  published 
in  this  Wednesday’s  Journal  of  the  American  Medical 
Association. 

“Major  depressive  disorder,  but  not  depressive  symp- 
toms, was  a risk  factor  for  mortality  over  one  year  inde- 
pendent of  selected  physical  health  measures  and 
increased  the  likelihood  of  death  by  59  percent,”  writes 
Barry  W.  Rovner,  MD,  of  the  Department  of  Psychiatry 
and  Behavioral  Sciences,  Johns  Hopkins  University 
School  of  Medicine,  Baltimore,  with  colleagues. 

The  authors  examined  454  consecutive  new  admissions 
to  eight  Baltimore-area  nursing  homes  from  February 
1987  to  March  1988.  Patients  were  examined  by  psychia- 
trists, nursing  home  staff  and  families  were  interviewed, 
and  patient  demographic  information,  antidepressant 
treatment  and  nursing  home  physicians’  diagnosis  of 


medical  condition  and  depression  upon  admission  were 
obtained  from  records.  Mortality  was  tracked  over  a one- 
year  period. 

The  homes  ranged  in  size  from  104  to  250  beds;  they 
were  licensed  as  either  intermediate  or  skilled  care  facili- 
ties. All  were  owned  by  Meridian  Healthcare,  the  largest 
nursing  home  chain  in  Maryland. 

“There  were  57  (12.6  percent)  cases  of  depressive 
disorder,  82  cases  (18.1  percent)  with  depressive 
symptoms,  and  315  cases  (69.4  percent)  with  no  depres- 
sion,” the  authors  found.  “The  percentage  of  deaths  was 
greatest  in  those  with  depressive  disorders  (47.4  percent), 
compared  with  those  with  depressive  symptoms  (24.4 
percent)  and  no  depression  (29.8  percent).” 

Nurses’  and  family  members’  assessment  of  depression 
were  in  agreement  with  the  psychiatrists,  although  they 
often  reported  depression  in  patients  the  psychiatrists  did 
not,  the  authors  report. 

Additionally,  they  write:  “Nursing  home  physicians 
diagnosed  depression  in  a minority  of  cases,”  the  authors 
write.  “They  were  more  likely  to  prescribe  antidepressant 
medications  than  to  record  a diagnosis.” 

The  authors  conclude:  “If  our  results  are  generalizable, 
approximately  450,000  nursing  home  patients  have 
depressive  disorders  or  depressive  symptoms  that  are 
potentially  treatable.  Clinical  trials  will  be  needed  to 
demonstrate  this  to  find  the  best  way  to  treat  these 
patients.” 


NEW  HIB  SHOTS  GIVE  MORE  PROTECTION 

Chicago — A newer  vaccine  to  prevent  Haemophilus 
influenzae  type  b (Hib)  disease  has  proven  to  be  more 
effective  than  older  versions,  according  to  a study 
reported  in  this  Wednesday’s  Journal  of  the  American 
Medical  Association. 

David  Greenberg,  MD,  from  the  UCLA  Center  for 
Vaccine  Research,  Torrance,  and  colleagues,  report  that 
polyribosylribitol  phosphate-diphtheria  toxoid  vaccine 
(PRP-D)  provided  significantly  better  protection  than 
polyribosylribitol  phosphate  vaccine  (PRP)  against  inva- 
sive H influenzae  type  b diasease  in  chidlren  in  Los 
Angeles  County. 

PRP  vaccine  was  first  licensed  in  the  United  States  in 
1985.  The  evidence  for  licensure  was  based  largely  on  an 
efficacy  trial  conducted  in  Finland  in  the  early  1970s. 
PRP  vaccine  has  rarely  been  used  by  physicians  since 
early  1988.  PRP-D  vaccine  was  licensed  in  December 

1987,  and  it  is  composed  of  PRP  bonded  to  diphtheria 
toxoid. 

The  researchers  studied  vaccine  failures  in  all  L.A. 
County  children  aged  18  to  59  months  between  July  1, 

1988,  and  July  31,  1989.  They  identified  79  children  in 
this  age  bracket  with  haemophilus  influenzae  type  b 
disease.  Seventeen  PRP  vaccine  failures  were  noted,  as 
compared  to  two  PRP-D  vaccine  failures.  “PRP-D 
vaccine  was  88  percent  effective,”  the  authors  write. 
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MEMORIAS 

1902-1989 

¡Ya  están  disponibles  las  memorias  de  la  AMPR!  Si  quieres 
conocer  el  desarrollo  histórico  de  tu  Asociación,  solicítalas 
en  las  oficinas  de  la  Asociación  enviando  la  solicitud  que 
aparece  en  esta  edición. 

En  las  páginas  de  estas  MEMORIAS  se  ha  querido  brindar 
un  resumen  de  actividades,  luchas  y propósitos  de  la  AMPR 
lo  cual  constituye  su  historia  como  baluarte  en  la  defensa 
de  un  mejor  servicio  de  salud  para  Puerto  Rico. 

La  realización  de  un  libro  como  éste  conlleva  una  inversión 
considerable,  por  tal  motivo  se  agradecerá  nos  ayude  con 
un  donativo  de  $10.00  para  de  esta  forma  costear  los  gastos 
de  impresión  de  números  adicionales.  ¡Gracias! 

Para  mayor  información  comuniqúese  con  Iris  o Griselle  al 
721-6969  o escriba  al  apartado  9387,  Santurce,  Puerto  Rico 
00908 

Nombre 

Dirección  Postal 


Teléfono 


Adjunto  donativo  de  $10.00 
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Este  volumen  incluye  diversos  artículos  de  interés 
general  para  la  clase  médica  del  país. 

El  Dr.  José  Ramírez  Rivera,  del  Hospital  de  Veteranos 
y del  Recinto  de  Ciencias  Médicas  de  la  Universidad  de 
Puerto  Rico,  nos  brinda  una  excelente  recopilación  de  la 
legislación  y reglamentos  vigentes  que  regulan  la  práctica 
de  la  Medicina  en  Puerto  Rico.  Vuelve  a ilustrar  a 
nuestros  incipientes  médicos  sobre  la  forma  y manera  de 
lograr  los  trámites  y la  documentación  necesaria,  permi- 
tiéndonos a través  de  su  excelente  artículo  dar  un  servicio 
a nuestros  médicos  jóvenes,  al  igual  que  aquellos  que  ya 
no  lo  son,  pero  que  por  razones  diversas  residen  fuera  de 
nuestras  fronteras  y que  precisan  dichos  datos.  Nos 
consta  que  este  habrá  de  ser  uno  de  los  artículos  de  refe- 
rencia más  utilizados  de  nuestra  revista. 

La  Dra.  Helen  Rosa,  del  Programa  de  Medicina  de 
Familia  de  Caguas  y del  Recinto  de  Ciencias  Médicas  de 
la  Universidad  de  Puerto  Rico,  nos  trae  un  magnífico 
trabajo  sobre  la  susceptibilidad  a sarampión  alemán 
(Rubella)  en  una  población  prenatal  del  área  de  Gurabo  y 
Caguas.  El  trabajo  resalta  por  si  solo  por  su  ardua  labor  y 
así  lo  atestigua  el  Dr.  Arsenio  Comas  Urrutia  quien  nos 
brinda  unos  comentarios  muy  pertinentes  sobre  el  tema 
en  una  pequeña  nota  que,  por  su  interés,  hemos  añadido 
como  comentario  editorial  sobre  el  trabajo. 

Del  Departamento  de  Patología  y Medicina  de  la 
Universidad  Central  del  Caribe  presentamos  un  trabajo 
de  biopsia  con  aguja  en  el  manejo  de  neoplasias  magnífi- 
camente desarrollado  por  el  Dr.  Lorenzo  M.  Galindo. 

Nuestros  artículos  de  repaso  de  esta  edición  nos  pre- 
sentan un  trabajo  por  los  Dres.  I.F.  González  Cancel  y 
Carlos  Marecha  sobre  la  fisiología  de  corazón 
denervado,  un  trabajo  de  revisión  sobre  presentaciones 
poco  usuales  de  la  Pseudomona  aeruginosa  por  Doris  N. 
Molina,  MS  IV  y los  Dres.  M.  Colón,  R.H.  Bermúdez 
y C.  Ramírez  Ronda,  al  igual  que  una  excelente  revisión 
sobre  las  infecciones  por  los  vibrio  halofílicos,  por 
Conrado  Asenjo,  MS  IV  y el  Dr.  C.  Ramírez  Ronda, 
que  nos  pone  al  día  sobre  un  tema  de  tanta  actualidad 
como  lo  es  el  cólera. 

El  Dr.  Manuel  Canabal,  conocido  pediatra  de  la  región 
oeste  de  Puerto  Rico,  nos  brinda  sus  experiencias  para 
una  nueva  sección  de  notas  pediátricas.  Todos  aquellos 
que  quieran  brindar  “sus  perlas”  pueden  comunicarse 
con  el  Dr.  Canabal. 
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¿J^uestra  Portada 


Convento  Porta  Coeli.  Fotografia  donada  por  el  Sr.  Manuel  Bey 
(QEPD)  del  Convento  Porta  Coeli  de  San  Germán  antes  de  ser  restau- 
rado. Estructura  histórica  de  Puerto  Rico.  Localizada  en  San  Germán 
“Cuna  de  Pueblos”.  Se  comenzó  su  construcción  en  el  1 606  y se  terminó 
en  I607.  Fue  restaurado  por  el  Instituto  de  Cultura  Puertorriqueña  en 
I983.  Actualmente  es  un  museo  administrado  por  el  Instituto  de 
Cultura. 


Incluimos  varias  cartas  al  Editor  que  presentan  infor- 
mación que  puede  ser  de  interés  a nuestros  lectores.  Invi- 
tamos a los  mismos  a escribir  sus  comentarios,  experien- 
cias clínicas  al  igual  que  comunicados  científicos  breves 
que  ameriten  publicación  rápida. 

Las  secciones  de  resúmenes  de  la  Asociación  Médica 
Americana  y la  Academia  Americana  de  Pediatría  nos 
traen  información  muy  útil  de  última  hora,  al  igual  que 
nuestras  cápsulas  médicas  con  sus  referencias. 


(lio  ■ 

Adolfo  Pérez-Comas,  MD,  PhD 
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La  Asociación  Médica  de  Puerto  Rico 
está  auspiciando  la  venta  de  una 
bella  serigrafía  del  artista  puerto- 
rriqueño Juan  Cuevas.  Esta  serigra- 
fía, titulada  “La  Rogativa”,  es  una 
representación  de  la  magnífica 
escultura  del  mismo  nombre  localizada  junto  a 
la  Puerta  de  San  Juan,  en  El  Viejo  San  Juan. 

La  tirada  limitada  de  esta  serigrafía  consta 
de  200  ejemplares,  cada  uno  numerado  y 
firmado  por  el  artista.  El  precio  de  venta  es 
doscientos  dólares  ($200)  por  número,  sin 
enmarcar.  La  venta  exclusiva  de  esta  pieza  está 
a cargo  del  señor  Angel  Oliveras. 

Como  un  servicio  adicional  puede  ordenar 
su  serigrafía  por  teléfono,  llamando  a la  señora 
Vivian  Bernabé  en  la  A.M.P.R.  al  721-6969.  Al 
ordenar  por  teléfono  puede  cargar  su  compra  a 
su  tarjeta  de  crédito  VISA  o MASTER  CARD.  O,  si 
lo  prefiere,  puede  ordenar  utilizando  el  cupón 
que  aparece  abajo. 

Juan  Cuevas,  natural  de  Adjuntas,  reside  en 
el  Area  Metropolitana.  Es  graduado  del 
programa  de  Arte  de  la  Universidad  de  Puerto 
Rico,  y ha  estudiado  con  Lorenzo  Homar,  Rafael 
Tufiño,  Carlos  Raquel  Rivera  y otros  afamados 
artistas. 

Su  obra  ha  sido  expuesta  en  diversas 
ocasiones  en  Puerto  Rico,  en  el  Colegio  de 
Abogados,  en  el  Centro  de  Bellas  Artes  y en  la 
Casa  del  Rey  en  Dorado  y en  los  Estados  Unidos 
donde  en  la  actualidad  expone  en  la  galería 
Venable  and  Neslage  en  Washinton,  D.C. 
Además,  cuenta  con  la  distinción  de  estar 
inscrito  en  el  prestigioso  Instituto  Nacional  del 
Arte  en  Washington,  D.C.  Aunque  su  preferencia 
es  por  el  óleo  y la  acuarela,  se  distingue  por  su 
dominio  de  la  serigrafía.  Expone,  principalmen- 
te, como  paisajista. 

Esta  pieza  para  coleccionistas  ha  sido 
escogida  por  su  gran  belleza  y por  la  magnífica 
inversión  que  representa,  tomando  en 
consideración  el  auge  del  artista  y las 
expectativas  de  aumento  en  el  valor  de  sus 
obras. 


CUPON  DE  ORDENAR 


ASOCIACION  MEDICA  DE  PUERTO  RICO 

SERIGRAFIA  “LA  ROGATIVA"  DE  JUAN  CUEVAS 

SI,  deseo  adquirir  la  serigrafía  “La  Rogativa”  de  Juan  Cuevas,  auspiciada  por  la  Asociad 
Médica  de  Puerto  Rico. 

Deseo ejemplares  ($200  por  ejemplar,  sin  enmarcar) 

Total  ordenado $ 

( ) Incluyo  cheque  por  el  total  de  mi  orden.  Favor  de  entregar  a la  dirección  indicada  aba 
(Haga  su  cheque  pagadero  a Asociación  Médica  de  Puerto  Rico). 

( ) Deseo  cargarla  a mi  tarjeta  de  crédito. 

( ) Pagaré  al  entregar  en  la  dirección  indicada  abajo. 


“La  Rogativa”  de  Juan  Cuevas  es  la  primera 
de  una  serie  de  preciosas  serigrafías  que  la 
Asociación  Médica  auspiciará  este  año. 
Recuerde  que  al  intervenir  en  la  compra  de  esta 
bella  serigrafía  estará  cooperando  con  su 
Asociación  Médica.  Para  información  adicional, 
tenga  la  amabilidad  de  llamar  a la  A.M.P.R.  al 
721-6969  durante  días  y horas  laborables. 


( ) Deseo  información  adicional.  Favor  de  enviar  al  vendedor. 

Nombre:  

Dirección:  


00 


Teléfono: - 

Tarjeta  de  Crédito:  ( ) VISA  ( ) MASTER  CARD 

NUMERO  DE  TARJETA: 

FECHA  DE  EXPIRACION:  

FIRMA  AUTORIZADA:  

Envíe  a:  Asociación  Médica  de  Puerto  Rico 

Apartado  9387,  Santurce,  Puerto  Rico  00908 


THE  FIRST  ORAL  THIRD  GENERATION 
CEPHALOSPORIN  FOR  OTITIS  MEDIA* 


Once-Daily  Dosing  Maintains  inhibitory  Drug 
Concentrations  Against  important  Pathogens  in  Otitis  Media 

SUPRAX  Oral  Suspension  Provides  Outstanding  Clinical  and 
Bacteriologic  Success  in  Otitis  Media'*'^ 

Excellent  Clinical  Success  in  Otitis  Mediat 

191  of  215  Patients  Effectively  Treated  qd  or  bid  With  10-Day  Course  of 
SUPRAX  Oral  Suspension! 


88% 

89% 

25% 

RESULTS  AT  END  OF  THERAPY: 

IMPROVED 

31% 

CURE  was  defined  as  complete  resolution  of 

IMPROVED  was  defined  as  significant 
improvement  but  without  complete  resolution 
at  the  end  of  therapy.  Relapsed  patients  are 
not  counted  as  improved. 

63% 

CURED 

58% 

qd(n  = 64)  bid  (n=  151) 


The  Only  Cephalosporin  Indicated  for  ^-Lactamase  Producing 
Strains  of  Haemophilus  influenzae  and  Branhamella  catarrhalis 


Reach  for  a Star  N EW 

SUPRAX 

cefixime/Lederle 

p/ease  see  brief  summary  of 
Prescribing  Information  on  last  page. 


The  Only  Once-a-Day  for  Otitis  Media 

Convenient  Dosing  and  Flexibility 

• 8 mg/kg  per  day  in  children  regardless  of  severity 
of  infection 

• Administered  once  or  twice  daily  with  or  without 
food 


* Due  to  susceptible  organisms.  Please  consult  Clinical  Studies  section 
of  brief  summary  for  limitations  on  usage. 

t Results  of  clinical  trials  in  infections  due  to  Haemophilus  influenzae, 
Branhamella  catarrhalis.  Streptococcus  pyogenes,  and  Streptococcus 
pneumoniae.  Please  consult  Clinical  Studies  section  of  brief  summary 
for  limitations  on  usage. 

t Tablets  should  not  be  substituted  for  suspension  in  otitis  media. 


SUPRAX*  cHUIme/Lederte 

BRIEF  SUMMARY,  Please  see  pacitage  insert  for  full  Prescribing  Information 

INOKATIONSANO  USAGE 

Otitis  Media  caused  by  Haemophilus  mfíuenzae  (beta-lactamase  positive  and  nega- 
tive strains),  Moraxella  IBranhamellal  catarrhalis.  (most  of  which  are  beta-lactamase 
positive),  and  Streptococcus  pyogenes  * 

Note:  For  information  on  otitis  media  caused  by  Streptococcus  pneumoniae,  see 

CUNICAL  STUDIES  section 

Acute  Bronchitis  and  Acute  exacerbations  of  Chronic  Bronchitis  caused  by  Streptococ- 
cus pneumoniae  and  Haemophilus  mfíuenzae  (beta-lactamase  positive  and  negative 
strains) 

Perform  culture  and  susceptibility  studies  to  determine  causative  organism  and  its  sus- 
ceptibility to  SUPRAX  Therapy  may  begin  while  waiting  for  study  results  and  may  be 
adjusted  when-results  are  known 
Pharyngitis  and  Tonsillitis  caused  by  Streptococcus  pyogenes 
Note:  Penicillin  is  the  usual  drug  of  choice  in  the  treatment  of  Streptococcus  pyogenes 
infections,  including  the  prophylaxis  of  rheumatic  fever  SUPRAX  is  generally  effective  in 
the  eradication  of  S pyogenes  from  the  nasopharynx;  however,  data  establishihg  the  effi- 
cacy of  SUPRAX  in  the  subsequent  prevention  of  rheumatic  fever  are  not  available 
Uncomplicated  Urinary  Tract  Infections  caused  by  Escherichia  coli  and  Proteus 
mirabilis 

•Efficacy  for  this  organism  was  studied  in  fewer  than  ten  patients  with  otitis  media 

CUNICAL  STUDIES 

In  clinical  trials  of  onus  media  in  nearly  400  children  between  the  ages  of  6 months  to 
10  years.  Streptococcus  pneumoniae  was  isolated  from  47%  of  the  patients,  Haemophi- 
lus mfíuenzae  from  34%.  Moraxella  IBranhamellal  catarrhalis  from  15%.  and  Streptococ- 
cus pyogenes  from  4% 

The  overall  response  rate  of  Streptococcus  pneumoniae  to  cefixime  was  approximately 
10%  lower  and  that  of  Haemophilus  mfíuenzae  or  Moraxella  IBranhamellal  catarrhalis 
approximately  7%  higher  ( 12%  when  beta-lactamase  positive  strains  of  H mfíuenzae  are 
included)  than  the  response  rates  of  these  organisms  to  the  active  control  drugs 
In  these  studies,  patients  were  randomized  and  treated  with  either  cefixime  at  dose 
regimens  of  4 mg/kg  bid  or  8 mg/kg  qd,  or  with  a standard  antibiotic  regimen  Sixty-nine 
to  70%  of  the  patients  in  each  group  had  resolution  of  signs  and  symptoms  of  otitis 
mei^ia  when  evaluated  two  to  four  weeks  posttreatment,  but  persistent  effusion  was 
found  in  15%  of  the  patients  When  evaluated  at  the  completion  of  therapy.  17%  of 
patients  receiving  cefixime  and  14%  of  patients  receiving  effective  comparative  drugs 
( 18%  including  those  patients  who  had  Haemophilus  influenzae  resistant  to  the  control 
drug  and  who  received  the  control  antibiotic)  were  considered  to  be  treatment  failures 
By  the  two-  to  four-week  follow-up.  a total  of  30%-3l%  of  patients  had  evidence  of 
either  treatment  failure  or  recurrent  disease 


Bacteriological  Outcome  of  Otitis  Media  at  Two- 

to  Four-W/eeks  Posttherapy 

Based  on  Repeat  Middle  Ear  Fluid  Culture  or  Extrapolation  from  Clinical  Outcome 

Cefiximei^i 

Cefiximei^i 

Controli^i 

Organism 

4 mg/kg  bid 

8 mg/kg  qd 

drugs 

Streptococcus  pneumoniae 
Haemophilus  mfíuenzae 

48/70  (69%) 

18/22(82%) 

82/100(82%) 

beta-lactamase  negative 
Haemophilus  influenzae 

24/34  (71%) 

13/17(76%) 

23/34  (68%) 

beta-lactamase  positive 
Moraxella  IBranhamellal 

17/22  (77%) 

9/12(75%) 

l/IIDI 

catarrhalis 

26/31  (84%) 

5/5 

18/24  (75%) 

Streptococcus  pyogenes 

SIS 

3/3 

6/7 

All  Isolates 

120/162(74%) 

48/59)81%) 

130/166  (78%) 

I'l  Number  eradicaied/number  isolated 

101  An  additional  20  beta-lactamase  positive  strains  of  Haemophilus  mfíuenzae  were  iso- 
lated. but  were  excluded  from  this  analysis  because  they  were  resistant  to  the  control 
antibiotic  in  nineteen  of  these  the  clinical  course  could  be  assessed,  and  a favorable 
outcome  occurred  in  10  When  these  cases  are  included  in  the  overall  bacteriological 
evaluation  of  therapy  with  the  control  drugs.  140/ 185  ( 76%)  of  pathogens  were  consid- 
ered to  be  eradicated 

Tablets  should  not  be  substituted  for  suspension  when  treating  otitis  media 

CONTRAINDICATIONS 

Known  allergy  to  cephalosporins 

WARNINGS 

BEFORE  THERAPY  WITH  SUPRAX  B INSTITUTED,  CAREFUL  INOUIRY  SHOULD 
BE  MADE  TO  DETERMINE  WHETHER  THE  PATIENT  HAS  HAD  PREVIOUS  HYPER- 
SENSITIVITY REACTIONS  TO  CEPHALOSPORINS,  PENICILLINS,  OR  OTHER  DRUGS. 
IF  THB  PRODUCT  B TO  BE  GIVEN  TO  PENICILUN-SENSITIVE  PATIENTS,  CAUTION 
SHOULD  BE  EXERCBED  BECAUSE  CROSS-HYPERSENSITIVITY  AMONG  BETA- 
LACTAM  ANTIBIOTICS  HAS  BEEN  CLEARLY  DOCUMENTED  AND  MAY  OCCUR  IN 
UP  TO  10%  OF  PATIENTS  WITH  A HBTORY  OF  PENICILLIN  ALLERGY.  IF  AN  ALLER- 
GIC REACTION  TO  SUPRAX  OCCURS,  DBCONTINUE  THE  DRUG.  SERIOUS,  ACUTE 
HYPERSENSITIVITY  REACTIONS  MAY  REOUIRE  TREATMENT  WITH  EPINEPHRINE 
AND  OTHER  EMERGENCY  MEASURES,  INCLUDING  OXYGEN,  INTRAVENOUS 
FLUIDS,  INTRAVENOUS  ANTIHBTAMINES,  CORTICOSTEROIDS^  PRESSOR  AMINES. 
AND  AIRWAY  MANAGEMENT,  AS  CLINICALLY  INDICATED. 

Administer  cautiously  to  allergic  patients 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora  of  the  colon  and 
may  permit  overgrowth  of  Clostridia  Studies  indicate  that  a toxin  produced  by  Clostri- 
dium difficile  IS  a primary  cause  of  severe  antibiotic-associated  diarrhea  including  pseu- 
domembranous colitis  Pseudomembranous  colitis  has  been  reported  with  the  use  of 
SUPRAX  and  other  broad-spectrum  antibiotics  (including  macrolides.  semisynthetic  peni- 
cillins. and  cephalosporins)  It  is  important  to  consider  this  diagnosis  in  patients  who 
develop  diarrhea  in  association  with  antibiotic  use  Symptoms  of  pseudomembranous 
colitis  may  occur  during  or  after  antitjiotic  treatment  and  may  range  in  severity  from  mild 
to  life  threatening  Mild  cases  usually  respond  to  drug  discontinuation  alone  Moderate- 
to-severe  cases  should  be  managed  with  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  is  not  relieved  by  drug  discontinuance,  or  when  it  is  severe,  oral  vanco- 
mycin IS  the  drug  of  choice  for  antibiotic-associated  pseudomembranous  colitis  pro- 
duced by  C difficile  Other  causes  of  colitis  should  be  excluded 
PRECAUTK3NS 

General:  Prolonged  use  may  result  in  overgrowth  of  nonsusceptible  organisms  If  super- 
infection  occurs,  take  appropriate  measures 
Carefully  monitor  patients  on  dialysis  Adjust  dosage  of  SUPR/SX  m patients  with  renal 
imp'airment  and  those  undergoing  continuous  ambulatory  peritoneal  dialysis  and 
hemodialysis  (See  DOSAGE  AND  ADMINISTRATION  ) 

Prescribe  cautiously  in  patients  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Drug  Interactions:  No  significant  drug  interactions  have  been  reported  to  date 


Drug/Laboratory  Test  Interaaloru:  A false-positive  reaction  for  ketones  in  the  urine 
may  occur  with  tests  usihg  nitroprusside  but  not  with  those  using  nitroferricyanide 
SUPRAX  cefixime  administration  may  result  in  a false-positive  reaction  for  glucose  in 
the  urine  using  Clinitest***,  Benedict's  solution,  or  Fehlmg's  solution  Use  glucose  tests 
based  on  enzymatic  glucose  oxidase  reactions  (such  as  Clinistix»**  or  Tes-Tape***).‘ 

A false-positive  direct  Coombs  test  has  been  reported  during  treatment  with  other 
cephalosporin  antibiotics,  therefore,  it  should  be  recognized  that  a positive  Coombs  test 
may  be  due  to  the  drug 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Although  no  lifetime  animal 
studies  have  been  conducted  to  evaluate  carcinogenic  potential,  no  mutagenic  potential 
of  SUPRAX  was  found  in  standard  laboratory  tests.  Reproductive  studies  revealed  no  fer- 
tility impairment  in  rats  at  doses  up  to  125  times  the  adult  therapeutic  dose. 

Usage  In  Pregnancy:  Pregnancy  Category  B Reproduction  studies  have  been  per- 
formed in  mice  and  rats  at  doses  up  to  400  times  the  human  dose  and  have  revealed  rxj 
evidence  of  harm  to  the  fetus  due  to  SUPRAX 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Because  ani- 
mal reproduction  studies  are  not  always  predictive  of  human  response,  this  drug  should 
be  used  during  pregnancy  only  if  clearly  needed 

Labor  and  Delivery:  SUPRAX  has  not  been  studied  for  use  during  labor  and  delivery. 
Treatment  should  only  be  given  if  clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  SUPRAX  is  excreted  in  human  milk.  Consider 
discontinuing  nursing  temporarily  during  treatment  with  this  drug 
Pedlatrk  Use:  Safety  and  effectiveness  of  SUPRAX  in  children  aged  less  than  6 months 
have  not  been  established 

The  incidence  of  gastrointestinal  adverse  reactions,  including  diarrhea  and  loose 
stools,  in  pediatric  patients  receiving  the  suspension,  was  comparable  to  adult  patients 
receiving  tablets 

ADVERSE  REACTIONS 

Most  adverse  reactions  observed  in  clinical  trials  were  of  a mild  and  transient  nature 
Five  percent  (5%)  of  patients  in  the  US  trials  discontinued  therapy  because  of  drug- 
related  adverse  reactions  Commonly  seen  adverse  reactions  in  US  trials  of  the  tablet  for- 
mulation were  gastrointestinal  events,  which  were  reported  in  30%  of  adult  patients  on 
either  the  bid  or  the  qd  regimen  Clinically  mild  gastrointestinal  side  effects  occurred  in 
20%  of  all  patients,  moderate  events  occurred  in  9%  of  all  patients,  and  severe  adverse 
reactions  occurred  in  2%  of  all  patients  Individual  event  rates  included  diarrhea  16%. 
loose  or  frequent  stools  6%.  abdominal  pain  3%.  nausea  7%.  dyspepsia  3%.  and  flatu- 
lence 4%  The  incidence  of  gastrointestinal  adverse  reactions,  including  diarrhea  and 
loose  stools,  in  pediatric  patients  receiving  the  suspension  was  comparable  to  adult 
patients  receiving  tablets 

Symptoms  usually  responded  to  symptomatic  therapy  or  ceased  when  SUPRAX  was 
discontinued 

Several  patients  developed  severe  diarrhea  and/or  documented  pseudomembranous 
colitis,  and  a few  required  hospitalization 
The  following  adverse  reactions  have  been  reported  following  the  use  of  SUPRAX 
Incidence  rates  were  less  than  I in  50  (less  than  2%).  except  as  noted  above  for  gastroin- 
testional  events 

Gastrointestinal:  Diarrhea,  loose  stools,  abdominal  pain,  dyspepsia,  nausea,  and  vom- 
iting Several  cases  of  documented  pseudomembranous  colitis  were  identified  during 
the  studies  The  onset  of  pseudomembranous  colitis  symptoms  may  occur  during  or 
after  therapy 

Hypersensitivity  Reactions:  Skin  rashes,  urticaria,  drug  fever,  and  pruritus 
Hepatic:  Transient  elevations  in  SGPT  SGOT  and  alkaline  phosphatase 
Renal:  Transient  elevations  in  BUN  or  creatinine 
Central  Nervous  System:  Headaches  or  dizziness 

Hemk  arxl  Lymphatic  Systems:  Transient  thrombocytopenia,  leukopenia,  and  eosino- 
philia  Prolongation  in  prothrombin  time  was  seen  rarely 
Other:  Genital  pruritus,  vaginitis,  candidiasis. 

The  following  adverse  reactions  and  altered  laboratory  tests  have  been  reported  for 
cephalosporin-class  antibiotics 

Adverse  Reactions  Allergic  reactions  including  anaphylaxis,  Stevens-Johnson  syn- 
drome. erythema  multiforme,  toxic  epidermal  necrolysis,  superinfection,  renal  dysfunc- 
tion. toxic  nephropathy,  hepatic  dysfunction,  including  cholestasis,  aplastic  anemia, 
hemolytic  anemia,  hemorrhage 

Several  cephalosporins  have  been  implicated  in  triggering  seizures,  particularly  in 
patients  with  renal  impairment  when  the  dosage  was  not  reduced  (see  DOSAGE  AND 
ADMINISTRATION  and  OVERDOSAGE)  If  seizures  associated  with  drug  therapy  occur, 
discontinue  drug  Administer  anticonvulsant  therapy  if  clinically  indicated. 

Abnormal  Laboratory  Tests  Positive  direct  Coombs  test,  elevated  bilirubin,  elevated 
LDH,  pancytopenia,  neutropenia,  agranulocytosis 
OVEROOSAGE 

Gastric  lavage  may  be  indicated,  otherwise,  no  specific  antidote  exists  Cefixime  is  not 
removed  in  significant  quantities  from  the  circulation  by  hemodialysis  or  peritoneal 
dialysis  Adverse  reactions  in  small  numbers  of  healthy  adult  volunteers  receiving  single 
doses  up  to  2 g of  SUPRAX  did  not  differ  from  the  profile  seen  in  patients  treated  at  the 
recommended  doses 

•'Clinitest*  and  Clinistix*  are  registered  trademarks  of  Ames  Division,  Miles 

Laboratories.  Inc  Tes -Tape*  is  a registered  trademark  of  Eli  Lilly  and  Company 
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COMMITTED  TO  EXCELLENCE 


Roche 

Laboratories 
presents  the 
winners  of 
the  1990 


( Troche^  | 

( vil/ 

i PHESIDEiyi’S  Á 
■ ACHIEVEMENT/ 
. AWARD  7 


Please  join  us  in  honoring  these  out- 
standing Roche  sales  representatives 
who  have  distinguished  themselves  by 
a truly  exceptional  level  of  professional- 
ism, performance  and  dedication  to 
quality  health  care. 

Throughout  the  year,  each  of 
these  award-winning  individuals  has 
consistently  exemplified  the  Roche 
Commitment  to  Excellence,  and  we're 
proud  to  invite  you  to  share  in  congrat- 
ulating them  on  their  achievement. 


Edgarcio  R.  Rivera 


Turn  the  page  to  see  one  of  the  many  ways  your  award-winning  Roche  representative  can  assist  you  and  your  patients. 


COMMITTED  TO  TOTAL  HEALTH  CARE 
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Roche 

Laboratories 
presents  the 
resource  library 
for  patient 
information 


You,  your  mediral  problem 
and  your  treatment  with 


EFUDEX 


ROCHE 

ME 

MEDICATION 

EDUCATION 


Your  Roche  representative  offers  you 
access  - without  expense  or  obligation  - 
to  a comprehensive  library  of  patient 
information  booklets  designed  to  sup- 
plement rather  than  supplant  your  rap- 
port with  your  patients. 

Each  booklet  helps  you  provide... 

• Reinforcement  of  your  instructions 

• Enhancement  of  compliance 

• Satisfaction  with  office  visits 

Your  Roche  representative  will  be  hap- 
py to  provide  a complete  catalog  of 
available  booklets  and  complimentary 
supplies  of  those  that  are  applicable  to 
your  practice. 
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ARTICULOS  ESPECIALES 


Como  se  Llega  a Ejercer  la  Medicina  en 
Puerto  Rico  - 1990* 

José  Ramírez-Rivera,  MD,  FACP** 


Resumen:  Recopilamos  aquí  información  de  particular 

interés  para  el  estudiante  de  medicina  y médicos  recién 
graduados  de  la  muy  enmendada  ley  que  regula  la  práctica 
de  la  medicina  en  Puerto  Rico.  Exponemos  también  infor- 
mación actualizada  de  las  normas  vigentes  para  obtener  los 
exámenes  de  reválida.  Se  presentan  los  requisitos  para 
obtener  las  LICENCIAS  PROVISIONALES  para  estudios 
postgraduados  (internado  y residencias),  el  Servicio 
Público  y la  LICENCIA  REGULAR. 

Comparamos  la  distribución  de  plazas  de  los  28  pro- 
gramas disponibles  para  internado  del  1990.  En  la  actua- 
lidad médicos  con  cualificaciones  marginales  pueden  tener 
dificultades  en  encontrar  internados  reconocidos.  Desde 
julio  de  1980  la  práctica  no  autorizada  de  la  medicina  es  un 
delito  grave.  El  creciente  número  de  demandas  por  impe- 
ricia y los  cambios  de  ley  del  1986  ban  aumentado  el  riesgo 
con  que  se  ejerce  nuestra  profesión. 

La  ley  22  que  regula  la  práctica  de  la  medicina  en 
Puerto  Rico  fue  aprobada  el  22  de  abril  de  1 93 1 . ‘ En 
años  recientes  ha  sido  enmendada  repetidas  veces  a través 
de  leyes  como  las  Número  11  y 14  de  1979,^  la  79  de 
1978,^  la  1 12  de  1980,  la  1 del  25  de  junio  1986,  y la  131  de 
julio  1988. 

Desde  1975  hemos  publicado  una  orientación  sobre 
pasos  reglamentarios  a seguir  por  el  estudiante  de  medi- 
cina en  el  escabroso  camino  que  lo  lleva  a practicar  su 
profesión. Los  cambios  de  ley  vigentes  y las  modifica- 
ciones en  las  normas  del  Tribunal  Examinador  hacen 
necesaria  una  nueva  revisión  de  varios  aspectos  de  esta 
orientación.  El  estudiante  de  medicina  puertorriqueño 
espera  que  el  médico  en  la  práctica  tenga  un  conoci- 
miento actualizado  de  como  se  llega  a ejercer  su  profe- 
sión, por  esto  presentamos  estos  datos  en  El  Boletín  de  ¡a 
Asociación  Médica  de  Puerto  Rico. 

Escuelas  de  Medicinas  Locales 

Las  escuelas  de  medicina  en  Puerto  Rico  tienen  gene- 
ralmente dos  acreditaciones:  la  del  Consejo  de  Educación 


*Servicios  Médicos  Ambulatorios.  Hospital  de  Veteranos.  One 
Veterans  Plaza.  San  Juan.  Puerto  Rico  00927-5800 

**Catedrático  de  Medicina  Interna,  Escuela  de  Medicina,  Universidad 
de  Puerto  Rico 


Superior  y la  del  Comité  de  Enlace  de  Educación  Médica 
Graduada.  La  graduación  de  una  de  las  tres  escuelas 
puertorriqueñas  con  doble  acreditación  (Universidad  de 
Puerto  Rico,  Cayey  y Ponce),  o de  una  escuela  norteame- 
ricana acreditada  por  el  Estado  y el  Comité  aludido,  es  un 
paso  firme  para  llegar  a ejercer  la  medicina  en  nuestro 
país. 

Escuelas  de  Medicina  Extranjeras  Acreditadas 

Para  reducir  el  flujo  de  estudiantes  de  mediocre  prepa- 
ración y limitadas  destrezas,  el  Tribunal  Examinador  de 
Médicos  de  Puerto  Rico  ha  establecido  unas  normas  para 
otorgar  acreditación  a las  escuelas  de  medicina  locali- 
zadas en  el  extranjero.  Sólo  un  número  pequeño  de 
escuelas  están  acreditadas  por  el  Tribunal  (Tabla  I). 
Egresados  de  escuelas  no  acreditadas  por  el  Tribunal  no 
podrán  presentar  la  reválida  de  Puerto  Rico  si  no  han 
superado  los  importantes  obstáculos  que  se  detallan  en  la 
próxima  sección.  Es  incauto  el  que  empieza  estudios  en 
una  escuela  de  medicina  que  esta  en  vías  de  reconocerse. 
El  Reglamento  del  Tribunal  Examinador  claramente 
expresa  que  solamente  estudiantes  que  se  matriculen  “a 
partir  de  la  fecha  en  que  el  reconocimiento  es  efectivo  se 
considerarán  como  egresados  de  una  escuela  reconocida...” 

Tabla  I 

Escuelas  Extranjeras  Acreditadas  por  el  Tribunal  Examinador 
de  Médicos  de  Puerto  Rico 


España 

Universidad  de  Navarra,  Pamplona 
Universidad  de  Zaragoza,  Zaragoza 
Universidad  de  Salamanca,  Salamanca 

México 

Universidad  Autónoma  de  Guadalajara,  Guadalajara 
Universidad  del  Noroeste,  Tampico 


Escuelas  de  Medicina  Extranjeras  No-Acreditadas 

Egresados  de  escuelas  no-acreditadas  podran  ser  admi- 
tidos a los  exámenes  de  reválida  siempre  y cuando 
aprueben  el  “Foreign  Medical  Graduate  Examination  in 
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the  Medical  Sciences  (FMGEMS)”.  Aspirantes  a coger  la 
reválida  cuyos  dos  primeros  años  fueron  en  escuelas  no- 
acreditadas,  pero  que  se  graduaron  de  una  escuela  acredi- 
tada por  el  Comité  de  Enlace  de  Educación  Médica 
(exclusivamente  las  universidades  de  Puerto  Rico,  Cayey 
y Ponce  y universidades  norteamericanas),  serán  conside- 
rados como  egresados  de  una  escuela  acreditada  por  el 
Tribunal  Examinador.  Aspirantes  que  terminaron  sus 
últimos  dos  años  de  estudio  en  una  escuela  acreditada  por 
el  Tribunal  Examinador,  pero  no  acreditada  por  el 
Comité  de  Enlace  de  Educación  Médica,  (Escuela  San 
Juan  Bautista  y Tabla  1)  deberán  haber  aprobado  el 
examen  de  “Medical  Science  Knowledge  Profile  (MSKP)” 
de  la  Asociación  Americana  de  Colegios  de  Medicina  o 
en  su  defecto  la  primera  parte  de  ciencias  básicas  del 
“Foreign  Medical  Graduate  examination  in  the  Medical 
Science  (FMGEMS)”  para  ser  admitidos  al  examen  de 
reválida. 

Reválida 

El  Tribunal  Examinador  de  Médicos  de  Puerto  Rico 
ofrece  exámenes  de  reválida  totales  o parciales  por  lo 
menos  dos  veces  al  año.  Se  publica  una  convocatoria  en 
un  periódico  de  circulación  general,  aproximadamente 
90  días  antes  de  la  fecha  del  examen.  El  examen  consiste 
de  tres  partes:  la  primera  incluye  por  lo  menos  las 
materias  siguientes:  Anatomía,  Bioquímica,  Ciencias  de 
la  Conducta,  Farmacología,  Fisiología,  Microbiología, 
Patología  y Semiología;  la  segunda  incluye  por  lo  menos 
las  siguientes  materias:  Cirugía,  Medicina,  Obstetricia  y 
Ginecología,  Pediatría,  Salud  Pública  y Siquiatría:  la 
tercera  es  un  examen  práctico  de  aproximadamente  una 
hora  en  un  hospital  de  la  isla  designado  por  el  Tribunal. 
Los  exámenes  escritos  son  en  español  e inglés,  a elección 
del  examinado,  y de  tipo  moderno  (selección  múltiple). 
Para  aprobarlos  es  necesario  obtener  una  puntuación  no 
menor  de  700  en  cada  parte.  El  Tribunal  podrá  eximir  del 
requisito  de  examen  a aquellos  médicos  que  hayan  revali- 
dado en  estados  de  la  Unión  Americana  con  los  cuales  el 
Tribunal  haya  establecido  relaciones  de  reciprocidad.  (El 
número  de  estos  ha  disminuido  gradualmente,  al 
momento  se  estima  no  llegan  a dieciseis).  También  puede 
eximir  del  requisito  de  examen  a los  diplomados  por  el 
Tribunal  Nacional  de  Examinadores  de  Médicos  (National 
Board  of  Medical  Examiners). 

En  el  1988  el  Tribunal  publicó  un  Manual  de  Orienta- 
ción sobre  la  carrera  de  medicina  que  contiene,  entre 
otras  cosas,  información  relativa  al  examen  de  reválida. 
Este  esta  disponible  en  el  Tribunal  a cambio  de  presenta- 
ción de  un  comprobante  de  Rentas  Internas  de  $10.00 
(diez  dólares). 

El  blanco  para  solicitar  la  reválida  se  obtiene  del: 

Tribunal  Examinador  de  Médicos 
Apartado  Postal  13969 
Santurce,  Puerto  Rico  00908 

La  solicitud  debe  radicarse  junto  con  todos  los  docu- 
mentos antes  de  la  fecha  indicada  en  la  convocatoria, 
generalmente  60  días  antes  del  examen.  No  se  da  curso  a 
solicitudes  que  se  reciben  después  de  la  fecha  límite.  Para 
solicitar  la  primera  parte  de  la  reválida  se  exige: 


1.  Transcripción  de  créditos  universitarios  que  indique 
la  aprobación  de  un  curso  de  pre-médica  a cursos  equiva- 
lentes que  consten  de  no  menos  de  90  créditos  con  un 
índice  no  menor  de  2.5  en  una  escala  de  4 o su  equiva- 
lente.' La  institución  debe  remitir  por  correo  este 
documento  directamente  al  Tribunal.  El  Tribunal  no 
aceptará  estudios  de  premédica  realizados  en  el  extranjero 
a menos  que  estos  cursos  puedan  ser  convalidados  por  la 
Universidad  de  Puerto  Rico. 

2.  Transcripción  de  créditos  que  certifique  que  el  estu- 
diante ha  terminado  el  plan  de  estudios  de  Ciencias 
Básicas  de  una  escuela  de  medicina  que  esté  aceptada  e 
inscrita  en  el  Tribunal.  La  institución  debe  remitir  este 
documento  directamente  al  Tribunal. 

3.  Un  original  del  certificado  de  nacimiento. 

4.  Un  Certificado  de  Buena  Conducta  expedido  por  la 
Policía  de  Puerto  Rico  y del  lugar  donde  ha  residido  los 
últimos  cinco  años. 

5.  Un  giro  bancario,  de  correo  o cheque  certificado  a 
nombre  del  Secretario  de  Hacienda  por  valor  de  $50.00 
(cincuenta  dólares). 

6.  Dos  retratos  recientes  tipo  pasaporte. 

Para  solicitar  la  segunda  y tercera  parte,  o para  tomar 
las  tres  partes  de  la  reválida  a la  vez,  se  requiere: 

1.  Evidencia  oficial  de  haber  completado  satisfacto- 
riamente todos  los  estudios  académicos  de  la  carrera  de 
medicina  en  alguna  universidad  o colegio  cuyo  curso  de 
estudios  esté  aceptado  y registrado  por  el  Tribunal.  De 
existir  materias  convalidadas  en  la  transcripción  se 
requerirá  el  envío  al  Tribunal  una  transcripción  de  éstas 
directamente  de  la  universidad  donde  se  cursaron  estas 
materias. 

2.  Que  la  evidencia  sea  enviada  por  la  Universidad  al 
Tribunal  con  una  certificación  que  especifique  que  el 
estudiante  terminó  el  curso  y si  se  otorgó  el  grado. 

3.  Que  el  estudiante  de  medicina  haya  cursado,  por  lo 
menos,  los  dos  últimos  años  del  currículo  oficial  en  la 
escuela  que  expide  la  certificación.^ 

4.  Un  giro  bancario,  de  correo  o cheque  certificado  a 
nombre  del  Secretario  de  Hacienda  por  valor  de  $50.00 
(cincuenta  dólares)  por  cada  parte. 

Los  resultados  del  examen  de  reválida  se  notifican 
generalmente  dentro  de  un  período  de  seis  semanas.  La 
nota  mínima  de  aprobación  es  de  700  puntos  tanto  para 
la  parte  de  Ciencias  Básicas  como  la  de  Ciencias  Clínicas. 
Se  revisan  los  exámenes  de  aquellos  candidatos  que  lo 
soliciten  por  escrito  dentro  de  los  90  días  a partir  del 
recibo  de  los  resultados. 

A partir  de  la  primera  solicitud,  hay  tres  oportunidades 
para  tomar  cada  una  de  las  partes  de  la  reválida.  Si  se 
fracasa  tres  veces  se  deberá  obtener  y aprobar  unos 
cursos  especiales  y prácticas  clínicas  en  una  escuela  o faci- 
lidad reconocida  por  el  Tribunal  Examinador  antes  de 
que  se  brinde  una  cuarta  oportunidad.  Los  cursos  guar- 
darán una  estrecha  relación  con  las  materias  en  que  se 
haya  fracasado.  El  Tribunal  ofrecerá  una  quinta  oportu- 
nidad de  tomar  el  examen  solamente  cuando  el  aspirante 
haya  aprobado  los  cursos  mencionados  con  una  califica- 
ción de  por  lo  menos  85  por  ciento  de  la  calificación 
máxima  obtenible. 

Advertencia:  Es  prudente  y recomendable  tomar  la 
primera  parte  de  la  reválida  poco  después  de  terminar  los 
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estudios  de  las  Ciencias  Básicas  (los  2 ó 3 primeros  años 
de  estudio).  El  que  estudia  en  el  extranjero  debe  cercio- 
rarse antes  de  regresar  a Puerto  Rico  de  que  no  haya 
impedimento  para  que  el  certificado  oficial  que  indica 
que  ha  terminado  los  estudios  sea  enviado  al  Tribunal 
Examinador  de  Médicos  a tiempo  para  su  solicitud  a 
! examen.  Mientras  este  certificado  no  sea  recibido  por  el 
j Tribunal  será  imposible  solicitar  las  dos  últimas  partes  de 
j la  reválida. 

I Licencias 

i Para  ejercer  libremente  la  Medicina  en  Puerto  Rico, 

I como  médico  generalista  o especialista,  se  necesita  una 
LICENCIA  REGULAR  que  expide  el  Tribunal  Exami- 
nador de  Médicos  de  Puerto  Rico  después  de  haber  termi- 
nado por  los  menos  el  internado  y hecho  un  año  de 
! servicio  público.  Antes  de  expedir  esta  licencia  el 
I Tribunal  provee  LICENCIAS  PROVISIONALES  por  el 
' término  de  un  año  que  permiten  hacer  el  internado  o resi- 
1 dencia  y el  Servicio  Público  en  una  facilidad  médica 
j asignada  por  el  Secretario  de  Salud. 

! Para  obtener  del  Tribunal  la  LICENCIA  PROVISIO- 
NAL PARA  INTERNADO,  se  requiere,  además  de  los 
documentos  ya  requeridos  para  la  primera  parte  de  la 
reválida,  presentar  lo  siguiente: 

1.  El  resultado  de  la  primera  parte  de  la  reválida  o 
exámenes  equivalentes  aceptados  por  el  Tribunal. 

2.  Transcripción  de  créditos  de  la  Universidad  donde 
el  estudiante  cursó  sus  estudios  de  medicina. 

3.  Una  carta  de  aceptación  para  internado  o residencia 
de  un  hospital  acreditado  por  el  Tribunal  para  ese  propó- 
sito, si  el  hospital  es  privado;  o Certificación  del  Director 
de  Educación  Médica  del  Departamento  de  Salud,  si  el 
hospital  es  del  Estado.  Este  documento  deberá  enviarse 
directamente  al  Tribunal. 

4.  Giro  bancario,  de  correo  o cheque  certificado  a 
nombre  del  Secretario  de  Hacienda  por  el  valor  de  $25.00 
(veinticinco  dólares). 

5.  Certificado  de  Buena  Conducta  de  la  Policia. 

La  solicitud  de  la  LICENCIA  PROVISIONAL  PARA 
INTERNADO  debe  llegar  al  Tribunal  por  lo  menos  60 
días  antes  de  empezar  el  adiestramiento;  sin  licencia  no  se 
permite  comenzar  el  internado. 

Para  expedir  la  LICENCIA  PROVISIONAL  PARA 
EL  SERVICIO  PUBLICO,  el  Tribunal  requiere: 

1 . Haber  aprobado  las  dos  primeras  partes  del  examen 
de  reválida. 

2.  Certificado  de  haber  completado  un  año  de 
internado. 

3.  Comunicación  del  Secretario  de  Salud  que  indique 
que  el  aspirante  ha  sido  asignado  al  Servicio  Público.  La 
misma  enviada  directamente  al  Tribunal  desde  la  Oficina 
del  Secretario  de  Salud. 

4.  Giro  bancario,  de  correo  o cheque  certificado  a 
nombre  del  Secretario  de  Hacienda  por  el  valor  de  $25.00 
(veinticinco  dólares). 

5.  Certificado  de  Buena  Conducta  de  la  policía  de 
Puerto  Rico. 

Para  expedir  la  LICENCIA  REGULAR  (antes 
LICENCIA  PERMANENTE)  el  Tribunal  requiere: 

1.  Ser  mayor  de  edad  y ciudadano  de  los  Estados 
Unidos.  (Si  es  extranjero,  visa  de  residente  y declaración 


jurada  ante  notario  de  haber  residido  en  Puerto  Rico  por 
un  mínimo  de  seis  meses). 

2.  Poseer  un  diploma,  o un  título  de  médico-cirujano, 
o un  certificado  de  haber  completado  satisfactoriamente 
todos  los  estudios  académicos  de  la  carrera  de  médico- 
cirujano,  que  haya  sido  aceptado  y registrado  éste  por  el 
Tribunal;  y Examinador  de  Médicos  de  Puerto  Rico. 

3.  Certificación  acreditativa  de  haber  completado  un 
año  de  internado  y haber  cumplido  con  el  año  de  Servicio 
Público. 

4.  Certificado  de  Buena  Conducta  de  la  Policía  de 
Puerto  Rico  de  fecha  reciente. 

5.  Giro  bancario,  de  correo  o cheque  certificado  por 
$150.00  (cientocincuenta  dólares),  si  es  para  una  licencia 
con  examen  y de  $200.00  (doscientos  dólares)  si  es  para 
licencia  por  reciprocidad. 

Registro  de  Licencia 

Es  requisito  registrar  la  licencia  expedida  por  el 
Tribunal  Examinador  de  Médicos  en  el  Registro  de 
Profesionales  del  Departamento  de  Salud.  El  registro  de 
Profesionales  tiene  establecido  requisitos  y mecanismos 
necesarios  para  la  renovación  de  esta  licencia  cada  tres 
años  basándose  en  educación  médica  continua  y en  otras 
normas.  Los  estudios  postgraduados  se  reconocen  como 
educación.  Por  tanto,  durante  los  años  de  internado  y 
residencia  no  es  necesario  recopilar  evidencia  adicional 
de  educación  médica  continua. 

El  Servicio  Público 

Para  obtener  una  LICENCIA  REGULAR  para  ejercer 
la  medicina  libremente  en  Puerto  Rico  es  indispensable 
hacer  un  año  de  Servicio  Público.  Este  requisito  es 
adicional  al  requisito  de  internado  y a cualquier  período 
de  estudios  post-graduados  que  el  aspirante  complete.  El 
Servicio  Público  puede  ser  en  un  hospital,  un  Centro  de 
Salud,  o en  una  agencia  médica  gubernamental,  estatal  o 
municipal.  La  asignación  es  hecha  por  el  Secretario  de 
Salud,  después  de  consultar  con  el  médico.  Para  el 
Servicio  Público,  como  para  el  internado,  el  Tribunal 
extiende  una  LICENCIA  PROVICIONAL  indicando  el 
lugar  asignado  para  ejercer  la  profesión.  El  salario 
mensual  durante  el  año  de  Servicio  Público  es  el  de 
Médico  I (aproximadamente  $1,000)  para  el  Generalista 
y de  Médico  V,  (aproximadamente  $1,400.00)  para  el 
Especialista. 

Estipendios  y Préstamos 

El  estipendio  para  internado  en  los  hospitales  del 
gobierno,  a partir  de  julio  del  1986,  es  de  $605.00 
mensuales.  A esto  se  suman  subsidios  de  $280.00  por 
hospedaje  $50.00  para  libros.  En  los  hospitales  privados 
esta  cifra  es,  por  lo  general,  un  poco  mayor.  La  totalidad 
de  este  estipendio  no  es  tributable. 

El  Acta  de  Reconsideración  del  Presupuesto  de  1989 
del  Congreso  de  los  Estados  Unidos  prohíbe  la  clasifica- 
ción de  residentes  de  medicina  como  “estudiantes”.  Por 
tanto,  estudiantes  de  medicina  que  han  cogido  préstamos 
Título  IV  deben  empezar  a pagar  éstos  a más  tardar  dos 
años  después  de  su  graduación.  Esta  decisión  del 
Congreso  puede  cambiar  cuando  se  reautorice  el  Acta  de 
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Educación  Superior  de  1965  que  esta  programada  para  el 
1991. 

El  bajo  estipendio  de  los  internados  en  Puerto  Rico  y 
las  deudas  contraídas  por  muchos  estudiantes  para  estu- 
diar medicina  han  propiciado  un  éxodo  a los  Estados 
Unidos  de  los  mejores  graduados. 

Hospitales  Disponibles  para  Internado 

Hay  dieciocho  programas  acreditados  por  el  Comité 
de  Enlace  de  Educación  Médica  Graduada  y el  Tribunal 
Examinador  de  Médicos  autorizados  para  ofrecer  un 
internado  en  Puerto  Rico  (Tabla  II).  El  número  de 
plazas  en  estos  internados  ha  disminuido  gradualmente. 
En  algunas  especialidades  no  hay  plazas  para  acomodar  a 
todos  los  solicitantes  cualificados. 


Tabla  II 


Plazas  Aun  Vigentes  para  el  Primer  Año  Postgraduado 
en  Programas  Acreditados  por  el 
Comité  de  Enlace  de  Educación  Médica  Graduada 
1980-1990 


Plazas  Asignadas 

Hospitales 

1980 

1986 

1990 

Regional  de  Bayamón 

35 

29 

28 

Regional  de  Caguas 

41 

30 

24 

Centro  Médico  de  Mayagüez 

30 

31 

33 

Damas  de  Ponce 

6 

14 

6 

Distrito  de  Ponce 

36 

38 

31 

Universitario  de  Río  Piedras 

70 

47 

62 

Pediátrico  Universitario  de  Río  Piedras 

16 

11 

Veteranos  de  Río  Piedras 

19 

17 

15 

Municipal  de  San  Juan,  Río  Piedras 

43 

34 

37 

La  Concepción  de  San  Germán 

0 

5 

5 

Subtotales 

Programas  Especiales: 

280 

261 

252 

Psiquiatría 

Universidad  de  Puerto  Rico 
(y  Hospital  de  Veteranos) 

6 

7 

4 

Departamento  de  Salud 

Puerto  Rico  Institute  of  Psychiatry* 

6 

6 

4 

Psiquiatría  General 

8 

10 

10 

Psiquiatría  Niños 

2 

3 

0 

Medicina  de  Familia 

Universidad  de  Puerto  Rico 

10 

11 

12 

Hospital  San  Pablo 

0 

12 

9 

Hospital  Dr.  Pila  de  Ponce 

0 

4 

4 

Fisiatría 

Hospital  de  Veteranos 

2 

3 

3 

Totales 

314 

317 

298 

*Es  requisito  tener  una  licencia  regular  para  estudiar  en  este  Instituto. 


Hay  once  programas  de  internado  acreditados  por  el 
Tribunal  Examinador  de  Médicos,  peros  no  acreditados 
por  los  sistemas  acreditativos  norteamericanos  (Tabla  III). 
Respondiendo  a la  creciente  solicitud  por  servicios 


médicos,  el  número  de  plazas  en  estos  internados  ha 
aumentado  gradualmente.  Estos  programas  son  de  uso 
casi  exclusivo  a graduados  del  extranjero,  de  variada 
calidad  y de  poco  contenido  educativo.®  Deben  ser  some- 
tidos a un  cuidadoso  escrutinio  antes  de  considerarse 
para  un  año  postgraduado.  Todo  egresado  de  una  escuela 
de  medicina  debe  tratar  de  llenar  los  requisitos  para 
entrar  a un  internado  acreditado  por  el  Comité  de  Enlace 
de  Educación  Médica  Graduada. 


Tabla  III 


Plazas  Aun  Vigentes  para  el  Primer  Año  Postgraduado  en 
Programas  no  Acreditados  por  el 
Comité  de  Enlace  de  Educación  Médica  Graduada 
1980-1990 


Plazas  Asignadas 


Hospitales 

1980 

1986 

1990 

Sub-Regional  de  Aguadilla 

20 

20 

16 

Regional  de  Arecibo 

22 

20 

21 

Regional  de  Fajardo 

22 

20 

22 

Area  de  Guayama 

20 

18 

21 

Auxilio  Mutuo  de  Hato  Rey 

11  + 

12 

13 

Area  de  Humacao 

20 

18 

20 

Manatí 

— 

— 

14 

Bella  Vista  de  Mayagüez 

4 

5 

6 

Municipal  de  Mayagüez 

6 

6 

8 

La  Concepción  de  San  Germán 

6 

6 

6 

Doctors  de  Santurce 

0 

4 

4 

San  Jorge  de  Santurce 

3 

4 

6 

Area  de  Yauco 

— 

10 

16 

TOTALES 

134 

143 

173 

+En  el  1980  el  programa  estaba  acreditado  por  el  Comité  de  Enlace  de 
Educación  Médica  Graduada. 


Como  no  se  llega  a ejercer  las  medicina  en  Puerto  Rico 

A partir  del  1980  la  práctica  ilegal  de  la  medicina  se 
considera  un  delito  grave  con  pena  de  reclusión  por  un 
término  mínimo  de  dos  (2)  años  y un  máximo  de 
cinco  (5)  años.  En  caso  de  reincidencia  la  pena  mínima 
será  de  tres  (3)  años  y la  máxima  de  siete  y 
medio  (7  1/2)  años.  Toda  persona  no  autorizada  por  el 
Tribunal  Examinador  para  practicar  medicina  se  consi- 
dera que  esta  ejerciendo  ilegalmente.  Solamente  a estu- 
diantes de  medicina  matriculados  en  escuelas  de  medi- 
cina autorizadas  a funcionar  en  Puerto  Rico,  o en 
escuelas  de  medicina  extranjeras  debidamente  recono- 
cidas por  el  Tribunal,  se  les  permite  examinar  seres 
humanos,  ayudar  en  operaciones,  etc.  bajo  la  supervisión 
personal  de  un  médico  autorizado. 

El  tribunal  Examinador  puede  denegar  permanente- 
mente una  licencia  para  practicar  medicina  por  estas 
razones  entre  otras: 

a.  Tratar  de  obtener  la  licencia  mediante  fraude  o 
engaño. 

b.  Haber  sido  convicto  de  practicar  ilegalmente  cual- 
quier profesión  reglamentada. 

c.  Ser  adicto  a drogas  o ebrio  habital. 

d.  Haber  sido  convicto  de  delito  grave  o menos  grave 
que  implique  depravación  moral. 
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e.  Demostrar  incompetencia  manifiesta  en  el  ejercicio 
de  la  profesión  o incurrir  en  conducta  no  profesional. 

Los  artículos  18  y 21,  adicionados  a la  ley  en  Junio 
1986,  aumentan  el  riesgo  de  perder  la  licencia  para  prac- 
ticar medicina.  Se  incluyen  aquí  partes  sustanciales  de 
ambos: 

Artículo  18  — “El  Comisionado  de  Seguros  de  Puerto 
Rico...  informará  al  Tribunal  Examinador  de  todo  caso 
finalmente  adjudicado  o transigido  judicial  o extrajudi- 
cialmente  de  impericia  profesional...  Así  mismo  el 
Secretario  de  Salud  y toda  persona...  que  tenga  a su  cargo 
un  programa  de  garantía  de  calidad  en  una  institución  o 
facilidad  de  Salud...”  deberá  notificar  al  Tribunal  Exami- 
nador hechos  constitutivos  de  impericia  médica.  El 
Tribunal  Examinador  podrá  impornersancionesdiscipli- 
narias. 

Artículo  21  — (l)“Cuando  el  Estado  Libre  Asociado 
de  Puerto  Rico  sea  demandado  o reciba  una  reclamación 
extrajudicial...  de  alegada  impericia  profesional  de  un 
médico...  el  Secretario  de  Salud...  notificará  de  ello  al 
Tribunal  y al  Comisionado  de  Seguros  de  Puerto  Rico...” 
(2)“Cuando  un  Municipio  sea  demandado  o reciba  una 
reclamación  extrajudicial  por  una  actuación  profesional 
de  un  médico...  el  Alcalde  de  ese  municipio  notificará  de 
ello  al  Tribunal  y a la  Administración  del  Fondo  de 
Compensación  al  Paciente...” 

(3)  “La  Administración  de  Tribunales  notificará  toda 
sentencia  contra  un  médico  y/o  contra  una  institución... 
en  que  se  haya  hecho  una  reclamación  por  culpa  o negli- 
gencia al  Tribunal  y al  Comisionado  de  Seguros...” 

¡ (4)  “Toda  persona  que  radique...  una  demanda  contra 

: un  médico,  una  institución  para  el  cuidado  de  salud,  el 
I Estado  Libre  Asociado  de  Puerto  Rico  y/o  Municipio,  en 
I la  que  se  haga  una  reclamación  por  culpa  o negligencia  en 
i la  prestación  de  servicios  médicos...  tendrá  que  notificar 
I con  copia  de  la  demanda  al  Tribunal  y al  Comisionado  de 
I Seguros  de  Puerto  Rico  al  momento  de  radicar  la 
demanda.” 

En  el  pasado,  estudiantes  y recién  graduados  han  pres- 
tado poca  atención  a los  aspectos  legales  de  practicar 
medicina.  Esto  es  riesgoso.  Conocer  bien  la  ley  es  hoy 
importante  en  la  práctica  de  la  profesión. 

Abstract:  We  have  gathered  information  of  particular 

interest  to  students  of  medicine  and  recent  graduates  about 
the  law  that  regulates  the  practice  of  medicine  in  Puerto 
Rico.  We  have  also  reviewed  the  current  information  about 
' how  to  obtain  the  examination  of  the  Puerto  Rico  Board  of 
Medical  Examiners,  and  the  requirements  to  obtain  the 
provisional  licenses  for  postgraduate  training  (internship 
and  residency),  for  the  compulsory  year  of  government 
service  and  for  the  regular  license. 

I We  have  compared  1980,  1986,  and  1990  as  to  the 
number  of  internships  in  the  28  programs  available.  At 
present  it  is  quite  likely  that  physicians  with  marginal  cre- 
li  dentials  will  have  a difficult  time  finding  a place  in  fully 
accredited  programs.  Since  July  1980  the  unauthorized 
practice  of  practice  medicine  is  considered  a serious 
offense.  The  increasing  number  of  malpractice  suits  and  the 
I recent  changes  in  the  law  have  made  the  practice  of 
. medicine  in  Puerto  Rico  increasingly  risky. 
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EATING 
RIGHT 
CAN  HELP 
REHJCE 
THE  RISK 
OF  CANCER. 

It  can  also  help 
you  reduce  your  weight. 


And  since  a 12-year  study  shows  that 
being  40%  or  more  overweight  puts 
you  at  high  risk,  it  makes  sense  to  follow 
these  guidelines  for  healthy  living ! 

Eat  plenty  of  fruits  and  v^etables 
rich  in  vitamins  A and  C— oranges, 
cantaloupe,  strawberries,  peaches, 
apricots,  broccoli,  cauliflower, 
brussel  sprouts,  cabbage.  Eat  a 
high-fiber,  low-fat  diet  that  includes 
whole-grain  breads  and  cereals  such 
as  oatmeal,  bran  and  wheat.  Eat  lean 
meats,  fish,  skinned  poultry  and  low- 
fat  dairy  products.  Drink  alcoholic 
beverages  only  in  moderation. 

For  more  information, 
call1-800-ACS-2345. 

AAAERICAN 

V CANCER 

f SOQETY® 
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Among  many  young  women,  smoking  is  viewed  as  stylish. 

It  is  not.  Smoking  is  deadly. 

If  you  smoke,  please  consider  stopping.  For  help,  information  and  support, 
please  contact  your  local  American  Cancer  Society. 


CLINICAL  STUDIES 


Rubella  Susceptibility  in  a Population  of 
Prenatal  Care  Patients 

Helen  Rosa,  MD,  ABFP 


Summary:  Rubella  is  a self-limited  viral  infection 

which  can  have  congenital  rubella  syndrome  as  a sequelae. 
Since  the  introduction  of  the  rubella  vaccine  the  elimination 
of  congenital  rubella  syndrome  has  become  feasable.  To 
estimate  the  threat  of  congenital  rubella  syndrome  in  a 
population;  the  incidence  of  rubella,  the  incidence  of  conge- 
nital rubella  syndrome  and  the  percent  of  the  population 
immune  to  rubella  should  be  available.  Reliable  statistics 
are  not  available  in  Puerto  Rico. 

This  study  was  designed  to  determine  the  present  of 
women  in  two  prenatal  care  clinics  susceptible  to  rubella.  A 
correlation  was  done  between  the  history  of  immunity  and 
the  actual  immune  status.  The  percent  of  women  susceptible 
to  rubella  is  higher  than  in  comparable  studies  in  the  United 
States. 

The  correlatin  between  immunity  and  the  history  given 
by  the  patient  was  very  poor.  This  would  indicate  that  all 
primary  care  physicians  should  evaluate  the  immune  status 
of  women  childbearing  capacity  and  or  give  them  the 
rubella  vaccine. 

This  is  an  important  consideration  for  physicians  in 
continental  United  States  who  care  for  puertorrican 
women. 

Rubella  is  a self-limited  viral  infection.  It’s  most  severe 
sequela  is  the  Congenital  Rubella  Syndrome.  Since 
the  introduction  of  the  rubella  vaccine  in  1969  the  elimi- 
nation of  new  cases  of  Congenital  Rubella  Syndrome  has 
been  feasable.  There  are  two  possible  strategies:  one  is 
insuring  that  all  women  of  childbearing  are  immune  to 
rubella  and  the  other  is  herd  immunity  with  the  aim  of 
eliminating  rubella  completely.' 

To  have  an  effective  strategy  for  eliminating  new  cases 
of  Congenital  Rubella  Syndrome  in  a given  geographical 
area  the  following  information  should  be  available:  the 
incidence  of  rubella,  the  incidence  of  Congenital  Rubella 
Syndrome  and  the  prevalence  of  women  of  childbearing 
age  susceptible  to  rubella.^  The  statistics  of  the  Division 
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of  Epidemiology  of  the  Health  Department  of  Puerto 
Rico  reveal  an  incidence  of  rubella  of  1.89  per  100,000 
habitants  in  1986^  and  three  reported  cases  of  Congenital 
Rubella  Syndrome  from  1973-1983.“'  In  the  United  States 
only  604  cases  of  rubella  were  reported  to  the  Center  for 
Disease  Control  in  Atlanta  in  1985  and  two  cases  of 
Congenital  Rubella  Syndrome.  Officials  at  the  Center  for 
Disease  Control  in  Atlanta  worry  that  there  may  be 
under-reporting.’ 

The  low  number  of  new  cases  of  rubella  reported  in 
Puerto  Rico  may  be  due  to  under  reporting  and  difficul- 
ties in  confirming  the  diagnosis  serologically.’  There  are 
no  studies  determining  the  prevalence  of  women  of  child- 
bearing age  susceptible  to  rubella  in  Puerto  Rico  at  the 
present.  The  most  recent  information  available  is  about 
enlisted  personal  in  the  U.S.  Air  Force  from  1980-1982. 
The  average  percent  of  susceptibility  to  rubella  was 
22.5%  among  all  recruits.  In  the  puertorrican  recruits 
studies  the  percent  was  only  slightly  higher.  Only  twenty 
nine  of  the  four  hundred  ninety  six  puertorrican  subjects 
studied  were  female.’ 

In  Chicago  in  1978;  (nine  years  after  the  introduction 
of  the  rubella  vaccine)  there  was  an  outbreak  of  rubella 
and  thirty-one  cases  of  Congenital  Rubella  Syndrome 
were  subsecuently  indentified.*  If  a large  percent  of 
women  of  childbearing  age  are  susceptible  to  rubella  the 
potential  for  new  cases  of  Congenital  Rubella  Syndrom 
exists. 

The  treat  of  new  cases  of  Congenital  Rubella 
Syndrome  emerging  in  Puerto  Rico  and  the  United  States 
are  difficult  to  predict.  In  Puerto  Rico  the  Law  25 
(established  on  September  25,  1983)  requires  vaccination 
against  rubella  before  entering  school  or  university.’  This 
ensures  that  eventually  the  mayority  of  the  population 
will  be  immune  to  rubella.  At  present  it  is  necessary  to 
evaluate  the  potential  for  new  cases  of  Congenital 
Rubella  Syndrome. 

It’s  the  purpose  of  this  study  to  determine  the  preva- 
lence of  susceptibility  to  rubella  among  women  attending 
two  prenatal  clinics.  A correlation  between  history  of 
immunity  and  serological  evidence  of  immunity  was  done 
in  order  to  determine  if  the  history  is  a reliable  method  to 
determine  immune  status. 

This  information  is  important  for  physicians  in  Puerto 
Rico  since  the  studies  available  have  been  done  in  popula- 
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tions  of  females  in  continental  U.S.  It  is  also  of  impor- 
tance to  physicians  in  the  continental  U.S.  since  there  is  a 
large  influx  of  female  puertorrican  who  may  have  a diffe- 
rent percent  of  susceptibility  to  rubella  than  mainland 
patients. 

Methods 

The  population  of  this  study  was  recruited  from  the 
prenatal  clinics  at  the  Gurabo  Local  Health  Center  and 
the  Caguas  Public  Health  Unit.  The  patients  who  visit 
these  clinics  are  mostly  from  the  low  socio-economic 
group.  All  the  new  patients  that  visited  the  clinics  to 
receive  prenatal  care  from  February  1986  through  April 
1986  were  recruited  for  this  study.  All  the  patients 
approached  to  participate  accepted.  A questionnaire  was 
administered  to  all  the  patients  to  obtain  information 
about  rubella  immunity,  age,  and  obstetrical  history. 
History  of  immunity  to  rubella  was  considered  positive  if 
the  patients  informed  history  of  being  vaccinated  against 
or  of  having  had  the  disease.  A blood  sample  was  sub- 
sequently obtained  to  determined  serological  evidence  of 
immunity  to  rubella.  The  serum  assay  was  performed 
using  an  enzyme  immunassay  that  measures  rubella  IgC 
antibody  and  is  reported  as  index  rather  than  a titer 
(Rubazyme-Abbott  Laboratories)  A rubella  index  of  less 
than  1.0  is  considered  negative  and  indicates  non 
immunity.  The  tests  has  a sensitivity  of  77-99.5%  and  a 
specificity  of  99-100%  as  compared  to  the  hemaggluti- 
nation-inhibitation  assay. 

Results 

Two  hundred  sixteen  patients  fill-out  the  questionaire 
of  which  two  hundred  ten  had  their  serum  sample  taken, 
sixty-six  patients  were  from  Gurabo  and  one  hundred 
fifty  six  from  Caguas.  Sixty  four  and  on  hundred  and 
forty  six  respectively  had  their  serum  sample  taken.  The 
age  range  was  between  15-40  years  of  age.  The  age  distri- 
bution by  health  facility  is  shown  in  table  1.  There  was  no 
significant  statistical  difference  between  the  two  groups. 

Table  I 


Age  Distribution  of 
Participation  by  Health  Facility 


Gurabo 

Caguas 

Population 

Age 

Clinic 

Clinic 

Total 

15-19  yrs. 

21 

42 

63 

32.8% 

27.6% 

29.1% 

20-24  yrs. 

22 

60 

82 

34.3% 

39.5% 

38.05 

25-29  yrs. 

1 1 

26 

42 

25.0% 

17.1% 

19.5% 

30-34  yrs. 

4 

14 

18 

6.3% 

9.2% 

8.3% 

35-40  vrs. 

1 

9 

10 

1.6% 

5.9% 

4.6% 

64 

9 

10 

10%  5 

5.9%. 

4.6% 

Of  the  total  population  37.1%  were  susceptible  to 
rubella  (Table  II).  In  Gurabo  28.3%  of  the  population 
studied  was  susceptible  and  in  Caguas  40.7%  was  suscep- 
tible. This  difference  was  not  statistically  significant. 

Table  II 


Susceptibility  to  Rubella  by  Health  Facility 


Gurabo  Caguas 

Clinic  Clinic 

Total 

Population 

Immune 

43  89 

71.7%  59.3% 

132 

62.9% 

Susceptible 

17  61 

28.3%  40.7% 

78 

37.1% 

= 2.29 

P = 0.13 

in  table  III  the  distribution  of  immunity  and  suscepti- 
bility to  rubella  by  age  is  shown.  There  is  an  increase  in 
the  percent  of  patients  susceptible  to  rubella  with  increas- 
ing age.  This  was  analized  and  found  to  be  statistically 
significant.  (Fig.  1) 

Table  III 

Correlation  Between  Age  of 

Participation  and  Susceptibility  to  Rubella 

Age 

Immune 

Susceptible 

15  - 19 

45 

61.6% 

17 

27.4% 

20  - 24 

50 

63.3% 

29 

36.75 

25  - 29 

26 

63.4% 

15 

36.6% 

30  - 34 

7 

38.9% 

II 

61.1% 

35  - 40 

9 

33.3% 

6 

66.7% 

Note:  One  patient  was  eliminated 
because  age  was  unknown. 

X'  = 7.00 

P = 0.14 

Table  IV 

Correlation  Between  Serological  Evidence  of  Immunity  to 
Rubella  and 

History  of  Immunity 

History  of 
Immunity 

Immune 

Susceptible 

Positive 

88 

41.8% 

44 

20.9% 

Negative 

7 

3.3% 

II 

5.4% 

Unknown 

37 

17.7% 

23 

10.9% 

Note:  One  patient  was  eliminated  because  the  age  was  not  given 
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Twenty-four  percent  of  the  population  stated  incor- 
rectly their  inmune  status.  The  mayority  of  them  said 
they  were  immune  but  did  not  have  serological  evidence 
of  this.  Twenty-eight  percent  reported  that  they  did  not 
know  their  immune  status  (See  table  IV). 


Discussion 

A large  percent  (37.1%)  of  the  population  studied  was 
found  to  be  susceptible  to  rubella.  This  more  than 
doubles  the  percent  of  women  of  childbearing  age  suscep- 
tible to  rubella  found  in  similar  studies  done  in  the  U.S., 
the  percent  of  the  population  susceptible  to  rubella 
ranges  from  9-14%."’  " Prior  to  the  introduction  of 

the  rubella  vaccine  in  1969  the  percent  of  natural 
immunity  was  higher  in  continental  U.S.  than  in  tropical 
islands  such  as  Hawaii,  Jamaica  and  Bermuda."''*  A 
study  done  in  Puerto  Rico  in  1970  with  191  female 
patients  revealed  a similar  pattern;  48%  of  the  women 
evaluated  were  susceptible  to  rubella.'^  The  reason  for 
this  was  not  known  nor  could  it  be  deducted  from  that 
study.  It  was  found  in  the  present  study  that  the  popula- 
tion sample  also  had  a higher  percent  of  patients  suscep- 
tible to  rubella  than  continental  United  States.  The 
reason  for  the  high  percent  of  females  of  childbearing  age 
susceptible  to  rubella  could  not  be  infered  from  this 
study. 

The  high  percent  of  patient  found  susceptible  to 
rubella  does  support  the  fear  that  new  cases  of  congenital 
rubella  syndrome  still  have  the  potential  to  appear. 
Generalizations  can  not  be  made  to  the  population  at 
large  since  the  sample  was  taken  from  a specific  popu- 
lation. 

Due  to  the  high  mobility  between  Puerto  Rico  and  the 
United  States  this  information  is  pertinent  to  physicians 
in  Puerto  Rico  and  in  the  United  States.  It  must  also  be 
noted  that  the  percent  of  susceptible  females  increases 
with  age.  This  is  very  important  since  today  many  women 
are  postponing  childbirth  until  they  are  in  their  thirty’s. 

Based  on  the  findings  of  this  study  it  would  seem  that  is 
extremely  important  to  insure  that  women  with  child- 
bearing potential  are  immune  to  rubella.  This  should  be 
done  prior  to  the  woman  being  pregnant. 

In  this  study  history  was  an  unsatisfactory  method  to 
asses  immune  status.  This  correlates  with  other  studies 
done  in  the  United  States.^" 


Resumen:  Rubeola  es  una  enfermedad  viral  auto- 

limitada.  Su  más  temida  sequela  es  el  síndrome  de  Rubeola 
Congenito.  La  llegada  de  la  vacuna  de  rubeola  la  ha  hecho 
posible  la  erradicación  del  Síndrome  de  Rubeola  Congéníto. 

Son  necesarios  los  siguientes  datos  para  determinar  la 
amenaza  de  nuevos  casos  del  Síndrome  de  Rubeola 
Congéníto;  la  incidencia  de  rubeola,  la  incidencia  del 
Síndrome  de  Rubeola  Congéníto  y el  porciento  de  la 
población  inmune  a rubéola.  Estas  estadísticas  no  están 
disponibles  en  Puerto  Rico. 

Este  estudio  fue  diseñado  para  determinar  el  porcíento  de 
mujeres  susceptibles  a rubeola  de  dos  clínicas  de  cuidado 
prenatal.  Se  hizo  una  correlación  contra  el  historial  dado 


por  las  pacientes  y los  resultados  de  las  pruebas  serológicas 
hechas  para  determinar  la  inmunidad  a rubeola.  El 
porcíento  de  mujeres  susceptibles  a rubeola  en  este  estudio 
es  más  alto  que  en  estudios  similares  hechos  en  los  Estados 
Unidos.  La  correlación  entre  los  resultados  de  las  pruebas 
serológicas  y el  historial  dado  por  las  pacientes  fue  muy 
pobre. 

Esto  indica  que  todos  ios  médicos  primarios  deben 
evaluar  el  status  de  inmunidad  a rubeola  de  sus  pacientes 
femeninas  y/o  vacunarlas  contra  rubeola. 
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Editorial  Notes 


Rubella  Susceptibility  in  a Population  of  Prenatal  Care 
Patients 

This  is  a very  good  article  which  implies  a lot  work 
from  the  authors  and  it  merits  to  be  published.  It  goes  a 
long  way  to  confirm  with  hard  clinical  data  what  it  is  a 
known  fact  for  many  years,  anecdotally,  that  among 
Puerto  Rican  women  there  is  a higher  incidence  of 
susceptibility  to  Rubella  that  in  their  counterparts  in  the 
States.  The  study  was  very  well  designed  and  denotes  a 
large  amount  of  work  and  dedication.  It  would  be  interes- 
ting to  look  into  the  fact  that  there  may  be  increased 
susceptibility  and/or  decreasing  titles  in  some  of  these 
women  as  the  years  go  by.  The  could  be  a subject  of 
evaluation  in  the  future.  Among  those  who  claim  that 
they  had  positive  titers,  that  perhaps  they  were 
vaccinated  much  earlier  in  their  childhood  and  with  the 
years  gone  by  they  immunity  had  decreased.  Originally  it 
was  thought  when  the  Rubella  vaccine  came  out  that  it 
was  of  indefinite  duration.  In  the  last  ten  years,  there  have 
been  articles  in  the  literature  indicating  that  is  not  so  and 
the  duration  may  be  limited  to  9 to  10  years.  This  might 
go  along  with  the  fact  that  the  elder  women  did  not  have 
such  a high  titer  or  perphaps  did  not  manifest  any 
evidence  of  immunity.  These  are  two  subsets  which 
perhaps  should  be  looked  into  the  former  in  the  future 
and  the  latter  in  a retrospective  study. 

Thank  you  for  allowing  me  the  privilege  of  reviewing 
this  article. 

Arsenio  C.  Comas  Urrutia,  MD 

Catedrático  Obstetricia.  Ginecología.  Recinto  de  Ciencias  Médicas. 
Universidad  de  Puerto  Rico 
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Fine  Needle  Aspiration  Biopsy  in  the 
Management  of  Patients  with  Deep  Seated 
Metastatic  and  Recurrent  Malignancies 


Lorenzo  M.  Galindo,  MD  Manuel  Pérez  González,  MD 


Abstract:  Fine  needle  aspiration  (F.N.A)  is  widely 

accepted  as  a safe  and  reliable  diagnostic  technique.  In 
patients  presenting  with  widespread  metastatic  disease  of 
unknown  primary  origin  it  can  play  an  important  role  in 
providing  a rapid  and  accurate  diagnosis  and  therefore 
allowing  to  institute  a prompt  therapeutic  approach.  This 
technique  can  usually  be  performed  in  an  outpatient  setting 
needing  no  hospitalization  therefore  reducing  the  cost  both 
for  the  hospital  and  for  the  patient.  When  a definitive  diag- 
nosis is  reached  with  the  use  of  F.N.A.  the  patient  can  be 
spared  from  unnecessary  surgery.  A few  examples  are 
presented  of  patients  with  widespread  metastatic  disease  in 
which  a definitive  diagnosis  was  reached  through  the  use  of 
F.N.A. 

Much  has  been  written  about  the  role  of  Fine  Needle 
Aspiration  Biopsy  (FNAB)  in  the  diagnosis  of 
diseases  affecting  specific  organs  like  the  thyroid,  breast, 
and  others.  However  the  role  of  FNAB  in  the  manage- 
ment of  patients  presenting  with  widespread  metastatic 
disease  or  those  suspected  of  having  recurrent  malig- 
nancy has  been  less  explored  and  is  presently  underuti- 
lized. It  is  not  an  uncommon  medical  scenario  for  a 
patient  to  present  with  clinical  and/or  radiological 
evidence  of  a disseminated  malignant  process.  In  this 
situation  the  physician  must  establish  a diagnosis  before 
making  any  therapeutic  decision  and  optimally  such 
diagnosis  must  be  obtained  while  submitting  the  patient 
to  the  least  aggressive  diagnostic  tests  possible.  Obtaining 
a tissue  diagnosis  via  percutaneous  radiologically  guided 
FNAB  obviates  in  many  cases  the  need  for  exploratory 
surgery.  This  innovative  technique  not  only  plays  and 
important  role  in  confirming  a diagnosis  of  malignancy 
in  such  patients  but  can  also  be  extremely  useful  in  ruling 
out  such  a diagnosis. 

It  is  important  to  keep  in  mind  that  not  all  new  masses 
in  patients  with  a known  diagnosis  of  cancer  will  necessa- 
rily represent  metastatic  or  recurrent  disease.  This 
assumption  can  lead  to  important  diagnostic  mistakes 
therefore  delaying  treatment  on  possibly  treatable 
entities. 


Director,  Servicio  de  Cilopatología,  Departamento  de'  Patología, 
Universidad  Central  del  Caribe 
Director,  Departamento  de  Radiología,  Hospital  Pavía 


We  believe  that  in  the  above  described  clinical  situa- 
tion a team  composed  of  the  primary  physician,  an  inva- 
sive radiologist,  and  a cytopathologist  can  achieve 
optimal  diagnostic  results  utilizing  this  technique  with 
the  subsequent  benefit  for  the  patient.  Previously 
published  articles  confirm  that  directed  percutaneous 
FNA  biopsy  is  a safe  and  accurate  method  of  diagnosis. 

In  addition,  as  economic  factors  have  become  more 
important  in  todays  health  environment  the  interest  in 
this  technique  which  allows  physicians  to  diagnose 
patients  in  an  ambulatory  care  setting  has  increased 
greatly  in  recent  times. 

In  our  article  we  present  several  exemplary  cases  of 
how  we  have  use  FNAB  in  our  clinical  practice. 

Case  1 

A 62-year-old  male  patient  presents  complaining  of 
weight  loss,  respiratory  difficulty  and  persistent  cough.  A 
chest  X-ray  revealed  the  presence  of  multiple  pulmonary 
nodules  with  a diagnostic  impression  of  metastatic 
disease.  A whole  body  CT  scan  showed  the  presence  of 
multiple  bone  metastasis  and  a large  left  renal  mass.  A 
sonographically  guided  FNA  of  the  renal  mass  was 
performed. 

The  aspirate  revealed  the  presence  of  numerous  large 
cells  with  abundant  optically  clear  to  finely  granular 
dense  cytoplasm.  The  cells  showed  marked  nuclear  pleo- 
morphism  with  hyperchromasia  and  prominent  nucleoli. 
Few  cluster  of  cells  with  dense  eosinophilic  cytoplasm 
and  pyknotic  nuclei  were  present.  (Fig.  1) 


Diagnosis:  Renal  cell  carcinoma,  granular  cell  type. 


Figure  1.  Composite  picture  from  an  F.N.A.  of  kidney  showing  clusters 
(A)  as  well  as  single  atypical  epithelial  cells  (B  & C)  with  hyperchromatic 
central  nuclei  (arrow)  and  abundant  dense  cytoplasm  characteristic  of  a 
renal  cell  carcinoma. 
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Case  2 

A 78-year-old  male  patient  was  admitted  to  the 
hospital  complaining  of  diffuse  abdominal  pain  and 
weight  loss.  A CT  scan  revealed  the  presence  of  dissemi- 
nated metastatic  disease  affecting  the  liver  and  a large 
pancreatic  mass.  With  the  clinical  impression  of  a metas- 
tatic carcinoma  of  pancreatic  orign,  a radiologically 
guided  FNA  of  the  pancreatic  mass  was  performed.  The 
cell  block  prepared  from  the  aspirated  material  showed 
numerous  atypical  cells  with  small  nuclei  and  scant  cyto- 
plasm. (Fig.  2)  Since  the  differential  diagnosis  between 
poorly  differentiated  carcinoma  and  a lymphoma  was 
considered,  immunohistochemical  studies  were  performed 
with  the  following  results: 

Immunohistochemical  profile;  (Fig.  3) 

Cytokeratin  antige  - positive 
Epithelial  membrane  antigen  - positive. 

Leukocyte  common  antigen  - negative 

Diagnosis:  Poorly  differentiated  carcinoma  with  cyto- 
logic features  suggestive  of  a gastric  origin. 


Figure  2.  Cell  block  preparation  from  a F.N.A.  of  pancreas  showing  a 
tumor  composed  of  cells  with  small,  irregular,  nuclei,  coarse  chromatin 
and  scant  cytoplasm.  Occasional  mitotic  Figures  were  present  (arrow). 


Figure  3.  Immunoperoxidase  studies  performed  on  the  same  cell  block 
preparation  shown  on  figure  2.  Strong  positivity  to  cytokeratin  antigen 
(CK)  is  shown  on  the  right  hand  panel.  Cells  are  also  positive  for  epithelial 
membrane  antigen  (EMA),  as  shown  in  the  left  hand  panel. 


Further  surgery  performed  due  to  intestinal  obstruc- 
tion revealed  the  presence  of  a large  tumor  mass  arising 
from  the  posterior  wall  of  the  stomach  extending  into  the 
body  of  the  pancreas. 

Case  3 

A 52-year-old  male  patient  with  past  medical  history  of 
a gastric  leiomyosarcoma  resected  in  1975.  On  admisión 
the  patient  presented  with  increased  abdominal  girth  and 
diffuse  abdominal  discomfort.  A CT  scan  revealed  the 
presence  of  a large  intrahepatic  mass.  A sonographically 
guided  FNA  liver  biopsy  was  performed.  The  aspirate 
showed  the  presence  of  many  clusters  of  spindle  cells  with 
hyperchromatic  irregular  nuclei  and  scant  amount  of 
cytoplasm.  Occasional  mitotic  figures  were  present.  Few 
normal  hepatocytes  were  present  in  the  background. 
(Fig.  4) 

Diagnosis:  Metastatic  leiomyosarcoma. 


Figure  4.  Smear  from  a F.N.A.  of  liver  showing  numerous  spindle  cells 
with  hyperchromatic,  irregular  neclei  and  scant  cytoplasm. 


Discussion 

In  our  experience,  FNA  is  a highly  reliable  and  useful 
tool  as  the  initial  step  in  the  diagnosis  of  a patient  presen- 
ting with  recurrent  or  widespread  metastatic  disease. 
Optimal  results  are  obtained  with  a close  interrelation 
between  the  referring  physician,  radiologist  and  cytopa- 
thologist.  (See  diagram)  The  concept  of  team  work  is 
essential  if  the  best  result  are  to  be  obtained.  When 
adequate  amount  of  material  is  obtained  a cell  block  can 
also  be  prepared.  A cell  block  permits  to  perform  on  the 
FNA  biopsy  the  same  type  of  studies  that  can  be 
performed  on  a regular  paraffin  embedded  tissue  biopsy.’ 
Thus,  the  application  of  immunohistochemical,  flow 
cytometric  and  electron  microscopic  studies  to  the  cells 
or  tissue  obtained  via  FNA  enhances  the  specificity  of  the 
studies  to  the  diagnosis  that  can  be  rendered.  The  cytopa- 
thologist  can  now  combine  the  information  obtained 
from  the  cytologic  study  of  the  aspirated  material  with 
that  obtained  from  the  use  of  specific  monoclonal  antibo- 
dies in  order  to  accurately  establish  the  origin  of  the 
primary  tumor  and  thus  resolve  a diagnostic  dilema. 
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Furthermore,  since  results  can  usually  be  obtained  on 
the  same  day  in  an  ambulatory  clinical  setting,  unneces- 
sary and  expensive  hospitalization  and  surgical  interven- 
tion can  be  prevented.®  Thus  reducing  the  healthcost  for 
the  patient. 
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Multidisciplinary  Approach  to  FNA  in 
Recurrent  and  Metastatic  Disease 


Resumen:  La  biopsia  por  aspiración  con  aguja  fina  esta 

actualmente  aceptada  como  una  técnica  diagnóstica  segura 
y confiable.  En  los  pacientes  que  se  presentan  con  enfer- 
medad metastática  diseminada  de  origen  desconocido 
puede  jugar  un  papel  importante  aportando  un  diagnóstico 
certero  y rápido.  Brindando  de  esta  forma  la  oportunidad 
de  iniciar  un  plan  terapéutico  rápidamente.  Esta  técnica 
usualmente  se  puede  realizar  sin  necesidad  de  hospitalizar 
al  paciente  con  lo  cual  se  logra  reducir  los  costos  tanto  para 
el  paciente  como  para  el  hospital.  En  los  casos  en  que  se 
llega  a un  diagnóstico  definitivo  se  logra  también  evitarle 
una  cirugía  innecesaria  al  paciente.  Este  artículo  presenta 
varios  casos  ilustrativos  en  los  que  se  llegó  a un  diagnóstico 
final  mediante  el  uso  de  la  biopsia  por  aspiración  con  aguja 
fina. 
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A mammogram  showing  no  evidence  of  cancer. 


The  best  weapon  against  breast  cancer  is  early  detection.  And  that’s  why  a mammogram  is  so  important.  It  “sees” 
breast  cancer  before  there’s  a lump,  when  the  cure  rates  are  near  100%.  That  could  save  your  life;  it  might  even  save 
your  breast.  Although  not  perfect,  a mammogram  is  still  the  most  effective  weapon  against  breast  cancer.  And  if  you’re 
over  35,  it’s  essential  you  have  one.  Because  all  breast  cancer  needs  is  a place  to  hide.  i 


Have  A Mammogram.  Give  Yourself  The  Chance  Of  A Lifetime. 
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Halophilic  Vibrio  infections:  A Review 

Conrado  W.  Asenjo,  MS  IV  Carlos  H.  Ramirez-Ronda,  MD 


Abstract:  Halophilic  vibrios  are  gram-negative  curved 

bacilli  that  requires  high  concentrations  of  salt  for  survival. 
They  are  usually  found  in  marine  environments  and  have  a 
worldwide  distribution.  Infections  caused  by  these  orga- 
nisms are  usually  associated  with  ingestion  of  raw  shell  fish 
or  exposure  of  wounds  to  sea  water.  The  clinical  presenta- 
tion and  severity  of  this  infections  is  wide  ranging.  The  most 
common  presentation  is  self-limiting  gastroenteritis,  but 
soft  tissue  infections  and  septicemia  do  occur  and  their 
morbidity  and  mortality  is  high  specially  in  patients  with 
liver  disease.  Early  detection  and  initiation  of  treatment 
with  tetracycline  is  of  vital  importance  in  soft  tissue  infec- 
tions and  septicemia  since  the  progression  of  the  infection 
may  be  extremely  fast. 

Vibrio  is  a genus  of  gram-  negative  curved  bacilli.  They 
are  facultative  anaerobes  that  ferment  glucose  and 
are  oxidase  positive.  Vibrio  species  can  be  divided  into 
two  groups  according  to  their  ability  to  grow  and  survive 
on  sodium  concentrations.*  The  cholerae  non-halophilic 
group  can  grow  in  a medium  without  sodium  but  can  also 
grow  in  the  presence  of  sodium.  Vibrio  cholerae  and  its 
subspecies  compose  this  group  and  are  the  best  known 
vibrio  since  it  is  the  causative  agent  of  cholera.  The  halo- 
philic or  “salt  loving”  group  requires  high  concentration 
of  salt  for  growth  and  survival. 

The  halophilic  vibrios  live  in  marine  or  brackish  water 
with  a high  concentration  of  this  organisms  in  shell  fish 
and  other  sea  creatures.  Most  infections  caused  by  halo- 
philic vibrios  occur  after  ingestion  of  raw  or  under  cook 
I seafood  specially  shell  fish  or  after  exposing  a wound  to 
I sea  water  or  raw  seafood.* 

I Eleven  of  the  twenty-six  known  vibrio  species  are 
human  pathogens  and  most  of  this  infections  cause 
gastrointestinal  symptoms  or  soft  tissue  infection  but 
severe  sepsis  with  high  mortality  rates  does  occur 
specially  with  V.  vulnificus }•>  ^ 


Infectious  Diseases  Program.  University  of  Puerto  Rico  School  of 
Medicine.  San  Juan  Medical  Center  & University  Hospital.  One 
Veterans  Plaza  (151).  San  Juan.  Puerto  Rico  00927-5800 


Epidemiology 

Vibrio  species  have  a wide  distribution  throughout  the 
world,  they  have  been  reported  in  the  Atlantic  Ocean  as 
far  north  as  Cape  Cod  and  in  brackish  lakes  in  New 
Mexico  and  Oklahoma  as  well  as  the  Great  Salt  Lake.* 
Water  temperature  is  a very  important  factor  in  the 
incidence  of  vibrio  infections.  Most  infections  tend  to 
occur  in  the  summer  month  when  the  water  temperature 
is  warmer.*’  ^ The  ideal  water  temperature  for  vibrios  is 
between  14°C  and  30°C.^’  ^ In  winter  when  the  water 
temperature  falls  below  14°C  most  vibrios  survive  within 
the  sediment.  Salinity  is  also  important,  it  has  been 
reported  that  vibrios  can  survive  in  salt  concentrations 
between  5%  to  39%.^ 

Vibrios  attach  to  zooplankton  which  along  with  sea 
water  is  filtered  by  mollusks  and  other  marine  animals.* 
The  chitin  component  of  the  plankton  appears  to 
enhance  the  survival  of  the  bacterium  making  filter 
feeders  such  as  oysters  the  best  reservoir  for  this 
organism.^’  '*  Both  shell  and  meat  may  contain  the  bacte- 
rium.^ Vibrios  proliferate  in  seafood  stored  at  room 
temperature.  One  study  showed  that  over  50%  of  oyster 
lots  and  11%  of  crabs  harvested  during  summer  were 
positive  for  vibrio  species,  fortunately  most  of  this  strains 
have  low  pathogenicity."* 

Clinical  Presentation 

The  clinical  presentation  of  halophilic  vibrio  infections 
are  wide  ranging  from  self  limiting  gastrointestinal  symp- 
toms to  rapidly  progressiva  septicemia.  They  have  been 
known  to  cause  infections  in  blood,  skin,  muscle, 
epiglottis,  cornea,  ear,  spleen,  testes  fallopian  tubes, 
uterus  and  the  central  nervous  system.*’  ^ 

The  most  serious  presentation  of  halophilic  vibrio 
infections  is  primary  septicemia.  This  condition  is  usually 
caused  by  V.  vulnificus  and  is  associated  with  the  inges- 
tion of  raw  seafood  usually  oysters.*  Most  patient  with 
septicemia  have  an  underlying  disease  such  as  liver 
disease  (76%),  hemochromatosis,  thalassemia,  chronic 
renal  disease,  diabetes  mellitus  or  any  other  condition 
that  either  increases  the  body  iron  load  or  decreases  the 
patients  immune  condition.*’  * The  increase  incidence  of 
vibrio  infections  in  patients  with  liver  disease  may  be  due 
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to  shunting  of  portal  blood  around  the  liver,  thereby 
bypassing  the  hepatic  reticuloendothelial  system.'  The 
liver  disease  can  also  decrease  the  production  of  comple- 
ment and  chemotactic  factors.'  Also  increase  iron  load 
has  been  shown  to  enhance  the  growth  of  this  bacterium.® 
Sepsis  by  V.  vulnificus  usually  has  an  acute  onset  of 
approximately  16  hours  after  exposure  to  the  orga- 
nism.'’ ^ The  usual  presenting  symptoms  are  fever,  chills, 
headaches  and  myalgia.'’  ’’  * This  is  followed  by  metas- 
tatic cutaneous  lesions  which  appears  first  in  the  limbs  in 
75%  of  patients.®’  " This  lesions  resembles  bollous 
formations  that  may  be  acchymotic,  also  necrotizing 
fascitis  and  gangrenous  changes  may  develop.*  Other 
skin  lesions  that  may  occur  are  petechiae,  postules, 
cellulitis,  urticaria  and  erythema.'  In  approximately  33% 
of  cases  the  patients  develop  hypotension  .or  septic 
shock.'  More  commonly  these  patients  develop  leuko- 
penia instead  of  leukocytosis  and  also  present  anemia 
and  thrombocytopenia.'  The  mortality  rate  associated 
with  this  type  of  infection  ranges  between  50%  to  60%.' 

The  second  most  serious  and  most  common  extraintes- 
tinal  infection  caused  by  halophilic  vibrios  are  wound 
and  soft  tissue  infections.*  The  clinical  presentation  of 
this  type  of  infections  ranges  from  mild  erythema  to 
severe  cellulitis  with  fascitis  and  myositis.'’  * Overlying 
bullae  may  occur  and  are  sometimes  hemorrhagic.  This 
lesions  are  frequently  accompanied  by  fever,  chills, 
vomiting  and  diarrhea.*  Wound  and  soft  tissue  infections 
are  usually  caused  by  K vulnificus  and  V.  alginolyticus,  a 
direct  association  between  these  infections  and  recent 
exposure  to  sea  water  or  raw  seafood  contact  can  usually 
be  made.'  Blood  cultures  are  positive  in  33%  of  cases  and 
mortality  ranges  between  7%  and  24%.'’  * A pre-existing 
debilitating  condition  is  not  a necessary  factor  in  primary 
soft  tissue  infections  caused  by  vibrio  species  as  it  is  for 
sepsis.* 

Gastroenteritis  is  the  most  common  presentation  of 
the  vibrio  infections  and  is  closely  related  to  raw  seafood 
ingestion.*  The  species  most  associated  with  gastroente- 
ritis is  V.  parahemolyticus.  The  symptoms  include  watery 
diarrhea,  abdominal  cramps,  nausea,  vomiting,  headaches, 
low  grade  fever  and  chills.  It  is  usually  self  limiting  and 
last  between  three  and  four  days.'  Gastrointestinal  invol- 
vement by  V.  vulnificus  and  V.  alginolyticus  is  rare  but 
has  been  reported.'’  * Other  species  of  less  pathogenic 
vibrios  have  been  reported  to  cause  gastroenteritis.  These 
species  include  V.  fluvialis,  V.  mimicus,  V.  hollisae, 
V.  furnissii  and  V.  metschnikovii.^'  * 

Other  species  of  vibrios  that  have  been  reported  to 
cause  disease  in  humans  are:  a)  V.  ‘damsela  which  has 
been  associated  with  wound  infections  and  b)  V.  cincin- 
natiensis  which  has  been  associated  with  meningitis  and 
sepsis  in  an  immunocompetent  adult  patient  without 
known  exposure  to  sea  water  or  seafood.'’  * 

Although  V.  alginolyticus  is  most  often  associated 
with  wound  infections,  a variety  of  other  clinical  presen- 
tation of  this  bacterium  have  been  reported  including 
cellulitis,  conjuntivitis,  otitis  media,  otitis  externa,  pneu- 
monia and  bacteremia.'  Other  rare  presentations  of 
V.  vulnificus  include  meningitis,  epiglottitis  and  endome- 
tritis acquired  while  having  intercourse  in  seawater.*’  * 
Gastroenteritis  associated  with  V.  vulnificus  is  rare  but 


has  been  seen  in  up  to  20%  of  patients  with  serious 
infections.'’  * 

Clinical  diagnosis  of  vibrio  infections  are  usually  made 
at  first  based  on  recent  history  of  salt  water  exposure  or 
raw  seafood  ingestion.  This  must  be  done  since  some 
vibrio  infections  are  rapidly  progressive  and  empirical 
treatment  with  tetracycline  is  necessary.'  In  patients  with 
progress  cellulitis  with  bullae  formation  secondary  to 
septicemia  the  organism  can  usually  be  recovered  from 
the  bullae  for  gram  stain  and  cultured.'  In  patients  with 
would  infection  38%  of  blood  cultures  are  positive  for 
vibrio  species.'  Mixed  infections  with  more  than  one 
vibrio  species  have  been  reported.'*  The  differential  diag- 
nosis of  soft  tissue  infections  of  vibrio  species  include 
Group  A streptococcal  erysipelas  with  necrotizing 
fasciatis,  ecthyma  gangrenosum  secondary  to  Pseudomonas 
aeruginosa,  and  cellulitis  caused  by  either  Streptococcus 
and  Staphylococcus.'  In  addition  other  pathogens  that 
can  cause  cellulitis  in  marine  related  or  exposed  wounds 
include  Aeromonas  hydrophila,  Erysipelothrix  rhusiopathiae, 
E.  coli  and  Mycobacterium  marinum.  * Diagnosis  of  septi- 
cemia is  done  by  blood  cultures  and  vibrio  gastroenteritis 
is  difficult  to  diagnose  since  most  of  the  time  it  is  self  limi- 
ting. 

The  laboratory  isolation  of  halophilic  vibrios  may  be 
difficult  since  some  are  lactose  fermenters  and  may  be 
miss  identified  as  normal  bowel  flora.'  Also  a selective 
agar  such  as  Thiosulfate  Citrate  Bilesalt  Sucrose  (TCBS) 
must  be  used.*  The  identification  of  V.  vulnificus  may  be 
done  since  it  is  the  only  vibrio  to  ferment  lactose  and  have 
a positive  ONPG  reaction.’ 

Pathogenesis 

The  virulence  of  some  vibrio  species  can  be  explained 
by  a variety  of  extracellular  toxin  that  they  produce  as 
well  as  the  presence  of  the  bacterial  capsule.  V.  vulnificus 
produces  elastase,  DNase,  hyaluronidase,  proteose, 
phospholipase  and  a cytolysin  exotoxin  with  hemolytic 
activity  and  the  ability  to  increase  vascular  permeabi- 
lity.'’ ’’  Also  the  presence  of  an  acidic  polysaccharide 
capsule  which  is  heat  labile  and  antiphagocytic  surface 
antigens  decreases  the  phagocytic  ability  of  leuko- 
cytes.'’ ’ 

Excess  iron  mediates  the  resistance  of  vibrio  to  human 
defenses.  They  use  transferrin  bound  iron  for  growth 
only  when  the  transferrin  is  highly  saturated.  This  has 
been  shown  only  on  virulent  encapsulated  strains.  This 
strains  also  use  iron  in  hemoglobin  and  haptoglobin 
complexes.*’  ^ This  findings  explain  the  increase  inci- 
dence of  vibrio  infections  in  patients  with  liver  disease 
and  blood  disorders  such  as  hemochromatosis.*’  ’ Also  it 
has  been  shown  that  the  classical  complement  pathway  is 
an  important  factor  mediating  the  elimination  of  the 
bacterium  but  this  pathway  is  usually  suppress  in  patients 
with  hepatic  diseases.' 

Gastroenteritis  caused  by  vibrio  species  is  most  likely 
mediated  through  toxins  that  have  not  been  clearly  iden- 
tified.* The  Kanagawa  phenomenon  is  the  unique  ability 
of  V.  paro/ieAMo/yt/cwi  to  cause  beta  haemolysis  of  human 
erythrocytes  in  an  agar  medium.*  The  association 
between  the  ability  of  the  bacterium  to  produce  the  ther- 
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mostable  direct  haemolysin  responsible  for  the  Kanagawa 
phenomenon  and  its  ability  to  cause  gastroenteritis  has 
been  clearly  established.^ 

Treatment 

The  antibiotic  of  choice  in  the  treatment  of  halophilic 
vibrio  infections  is  tetracycline.  Susceptibility  to  tetracy- 
cline and  chloramphenicol  has  consistently  been  shown 
as  the  most  effective  among  the  most  pathogenic  halo- 
philic vibrios.'’  ^ The  usual  dose  of  tetracycline  is 
250  mgs  to  500  mgs  every  6 hours  or  doxycycline 
50  mgs  to  100  mgs  every  12  hours.'  Susceptibilities  to 
cephalosporins  and  aminoglycosides  may  vary  greatly 
but  gentamicin  has  been  shown  to  be  the  most  effective 
aminoglycoside.^’  " 

In  the  treatment  of  severe  wound  infections  or  septi- 
cemia parenteral  tetracycline  and  gentamicin  must  be 
given  even  as  empirical  treatment  if  the  suspection  of 
vibrio  infection  exist.'’  ^ In  addition  to  antibiotic 
therapy,  the  treatment  of  wound  infections  requires 
adequate  debridement.  Some  vibrio  species  have  been 
shown  to  have  adequate  in  vitro  susceptibility  to 
trimethoprin-sulfamethoxazole.^ 

The  gastrointestinal  symptoms  most  commonly  asso- 
ciated with  halophilic  vibrio  infections  are  usually  self 
limiting.'  Treatment  consist  of  fluid  and  electrolytes 
supplement  and  in  severe  cases  of  diarrhea  antibiotic 
therapy  may  be  helpful.' 

Prevention 

Prevention  of  halophilic  vibrio  infections  in  not  easy 
since  these  organisms  are  commonly  found  in  salt  water 
habitats.  Nevertheless,  much  can  be  done  to  reduce  the 
indicence  and  severity  of  these  infections.  Halophilic 
vibrios  as  opposed  to  V.  cholerae  occur  naturally  in  clean 
aquatic  environments,  for  this  reason  control  of  sewage 
contamination  is  of  little  help.^ 

Storage  of  seafood,  specially  shell  fish,  at  temperatures 
below  5°C  decreases  the  proliferation  of  these  orga- 
nisms.' Also  cooking  seafood  above  boiling  point  kills 
most  bacteria  and  destroys  some  heat  labile  toxins.'  An 
important  preventive  measure  is  to  advise  patients  with 
liver  disease  or  any  other  condition  that  increases  the  iron 
load  of  the  body  not  to  eat  raw  seafood  and  even  avoid 
contamination  of  any  wound  with  seawater.^  Adequate 
use  of  protective  gloves  while  handling  raw  seafood 
decreases  the  possibility  of  this  organism  of  getting  entry 
into  the  body.^ 

Some  studies  have  shown  that  filter  feeding  bivalve 
shell  fish  can  be  made  fit  for  consumption  by  self  purifica- 
tion if  they  are  put  in  clean  water  tanks. ^ The  effectiveness 
of  this  method  on  shell  fish  contaminated  with  patho- 
genic vibrios  is  not  clear  and  needs  further  study. ^ 
Another  way  of  treating  contamined  seafood  with  vibrio 
species  is  by  gamma  radiation.^ 

Conclusion 

Halophilic  vibrio  infections  are  much  more  common 
than  once  thought.  The  role  of  vibrio  species  as  causative 
agents  or  gastroenteritis,  wound  infections  and  septi- 
cemia is  clear  but  due  to  the  diversity  of  possible  clinical 


presentations  diagnosis  is  sometimes  not  done  early. 
Physicians  should  be  aware  of  the  pathogenicity  and 
diversity  of  presentation  of  these  infections.  The  impor- 
tance of  taking  a thorough  history  is  of  viral  importance 
since  this  may  be  the  only  clue  to  start  early  empirical 
treatment  with  tetracycline.  They  should  advise  their 
patients  not  to  eat  raw  seafood  specially  on  patients  with 
chronic  liver  disease  or  any  disease  that  increases  the 
body’s  iron  load. 

Clinical  laboratories  should  be  aware  of  the  importance 
and  virulence  of  the  halophilic  vibrios  so  that  the  neces- 
sary steps  can  be  taken  for  adequate  identification  and 
isolation  of  these  organisms.  Special  culture  media  such 
as  TCBS  should  be  available  in  all  clinical  laboratories 
and  be  used  regularly  in  all  cultures  at  least  in  patients 
with  a history  suggesting  possible  vibrio  infection. 


Resumen:  Los  vibrios  halofílicos  son  bacterias  gram- 

negativas  en  forma  de  bacilos  curvos  que  requieren  altas 
concentraciones  de  sal  para  sobrevivir.  Usualmente  se 
encuentran  en  el  medio  ambiente  marino  a través  del 
mundo.  Las  infecciones  causadas  por  estos  organismos 
están  usualmente  asociados  con  la  ingesta  de  mariscos  o la 
exposición  de  alguna  herida  a agua  de  mar.  La  presentación 
clínica  y severidad  de  estas  infecciones  es  muy  variada.  La 
presentación  más  común  son  síntomas  no  muy  severos  de 
gastroenteritis,  pero  puden  ocurrir  infecciones  de  tejido 
blando  y septicemias  presentando  mortalidad  elevada 
especialmente  en  pacientes  con  condiciones  hepáticas  pre- 
existentes. La  detección  temprana  e inicio  de  tratamiento 
adequado  con  tetraciclína  es  de  suma  importancia  debido  a 
la  rápida  progresión  de  esta  infección. 
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Physiology  of  the  Denervated  Heart:  A Review 
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Abstract:  The  physiology  of  the  transplanted  organ  is 

discussed.  The  cardiac  allograft  can  sustain  almost  all  the 
functions  of  the  normal  organ,  however  it  possesses 
intrinsic  properties  that  modify  its  response  to  exercise  and 
phamacologic  agents.  For  this  reason  the  physiology  of  the 
transplanted  heart  is  reviewed. 

The  denervated  heart  has  been  extensively  studied  in 
both  animals  and  man.  It  has  been  demonstrated 
that  the  transplanted  heart  can  support  a normal  func- 
tional existence. 

Although  in  most  instances,  the  hemodynamics  of  the 
transplanted  heart  is  normal,  it  has  special  characteristics 
in  relation  to  the  response  to  exercise,  electrophysiologic 
properties,  and  response  to  pharmacologic  agents.  These 
special  characteristics  are  probably  related  to  the 
intrinsic  properties  of  the  myocardium^’  ^ or  to  the  lack 
of  direct  innervation  of  the  allograft.*’  ’’  * 

The  hemodynamic  profile  of  the  transplanted  heart  has 
been  studied  as  early  as  21  days  after  the  procedure.’"'^ 
Cardiac  catheterization  studies  have  revealed  near 
normal  cardiac  hemodynamics;  the  mean  right  atrial 
pressure  is  between  5 and  6 mm  Hg,  the  mean 
pulmonary  artery  wedge  pressure  is  around  12  mm  Hg, 
and  the  left  ventricular  pressure  coutour  is  normal  both 
in  systole  and  diastole. 

In  the  inmediate  post-operative  period,  the  cardiac 
output  is  severely  depressed,  but  subsequently  increases 
to  nearly  normal  levels  by  the  fourth  post-op  day  with  a 
small  additional  increase  by  the  end  of  the  first  post-op 
week.*'’  This  decrease  in  cardiac  output  is  primarity 
because  of  limitations  in  stroke  volume. *°’  “’  ‘‘‘  Ade- 
quate late  post-operative  function  has  also  been  well 
documented  by  several  investigators.^’ 

The  transplanted  heart  usually  shows  a mild  sinus 
tachycardia  without  respiratory  variation  that  most 
authors*’  *’  agree  represents  the  intrinsic 


University  of  Puerto  Rico,  Department  of  Surgery,  Medical  Sciences 
Campus-9th.  Floor,  Box  5067,  San  Juan,  Puerto  Rico  00936 

*Currently  Cardio  Vascular  Surgery  resident  at  the  University  of 
Alberta,  Edmonton,  Alberta  Canada. 

**Chief  of  Anesthesia,  Clínica  del  Contry,  Bogota,  Colombia. 


heart  rate  resulting  from  autonomic  denervation,  and  not 
a hypersensitivity  response  as  others  claim.'*’ 

Reinnervation  has  been  reported  in  dogs  with  experi- 
mental neural  ablation  of  the  heart  and  after  cardiac 
transplantation'*’  *®>  ^'*“^’  However,  this  phenome- 

non has  never  been  demonstrated  in  humans.*’  **> 

There  are  no  fundamental  changes  in  the  properties  of 
myocardium***  however,  the  beta  adrenaergic  receptor 
density  of  the  transplanted  animal  heart  increases  as  early 
as  the  fourth  week  post  transplant,  which  is  due 
presumbly  to  denervation  up  regulation.*  No  one  has 
ever  described  this  finding  in  the  human  cadiac  allograft, 
but  a report  by  Bristow,  et  al.*‘  suggests  that  the  failing 
human  heart  suffers  a decrease  in  beta  receptor  density 
associated  with  decrease  in  beta  agonist  dependant 
muscle  activity. 

The  catecholamine  content  of  the  myocardium  is 
decreased;***’  ***’  however,  the  coronary  vasculature 
retains  its  response  to  changes  in  metabolic  demand,** 
and  to  physical  stimuli  such  as  cardiac  catheterization- 
induced  spasm. *^  Because  of  the  loss  in  basal  alpha 
adrenergic  tone,  the  resting  coronary  blood  flow  is 
increased;^**’  **  and  because  of  this,  its  response  to  adre- 
noreceptor agonists  and  antagonists  is  increased.** 

It  has  been  concluded  that  the  transplanted  heart  can 
achieve  a level  of  performance  on  exertion  similar  to  that 
of  the  normal  heart.**  However,  this  response  is  characte- 
rized by  what  is  called  the  denervated  state.**  This 
response  is  characterized  by  sequential  instead  of  simul- 
taneous adaptative  changes  to  the  demands  of  exercise.** 
Initially,  the  stroke  volume  is  augmented  by  increase  in 
end  diastolic  volume  secondary  to  increases  in  central 
venous  return.**’  **’  **  As  the  exercise  period  increases, 
the  systemic  catecholamine  level  increases  with  a conse- 
quent increase  in  heart  rate  and  ejection  fraction,  both 
responsible  for  the  observed  rate  increase  in  cardiac 
output.**’  **’  28,  38-40 

The  heart  rate  response  is  characterized  by  a gradual 
increase  parallel  to  an  increase  in  cardiac  output,**’  **’  “** 
both  parameters  achieve  near  normal  levels  for  the  given 
workload  during  a sustained  period  of  exercise,  but  the 
heart  rate  never  reaches  the  same  level  as  that  of  the 
controls,  and  elevations  of  arterial  blood  lactate  are 
evident. ■*2’  ■**  Therefore,  there  is  a diminished  ability  of 
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the  transplanted  heart  to  meet  oxygen  demands,  with 
earlier  onset  of  anaerobiosis,  mild  disminution  in  chro- 
notropic reserve  and  decreased  work  time.  18,28,37,42,44 

The  electrophysiology  of  the  transplanted  heart  is  very 
similar  to  the  normally  innervated  organ.  The  conduc- 
tion rate,  the  A-H  and  H-V  times  of  the  transplanted 
heart  are  virtually  identical  to  those  of  the  normal 
organ. The  A-V  conduction  time,  conduction 
time,  conduction  velocity  in  the  Purkinje  system,  total 
ventricular  activation  time  and  functional  refractory 
period  of  the  A-V  node  are  identical  in  the  denervated 
heart  in  comparison  to  the  normally  innervated 
organ. ” 

It  has  been  well  established  that  autonomic  innerva- 
tion is  not  a prerequisite  for  the  therapeutic  effect  of 
cardiac  arrhythmic  therapy.'*^’  For  the  contrary  it  has 
been  demonstrated  that  denervation  might  favorably 
influence  the  treatment  of  certain  arrhythmias. 

It  has  been  found  that  early  sinus  node  dysfunction-14 
to  24  days  post-transplant  is  associated  with  poor  prog- 
nosis.'^ 

In  response  to  pacing  the  effect  of  increasing  the  heart 
rate  is  to  lengthen  the  A-H  interval.*’  Atrial  pacing  at 
slow  voltages  did  not  allow  capure  of  the  recipient 
atrium,  probably  as  a consequence  of  the  suture  line  sepa- 
rating the  two  atria  that  blockade  the  capture.*  When 
atrial  pacing  was  stopped,  the  capture  time  was  normal; 
therefore,  it  was  conclude  that  the  sinus  node  recovery 
time  is  independent  of  autonomic  influence,  and  accor- 
dingly, is  an  intrinsic  property  of  the  myocardium.* 

Ventricular  pacing  cause  no  change  in  the  average 
cardiac  index.  The  pharmacologic  responses  elicitied  in 
the  denervated  heart  are  very  similar  to  the  normally 
innervated  organ;  however,  is  obvious  that  those 
responses  that  are  mediated  through  the  autonomic 
nervous  system  or  through  a reflex  response  will  not  be 
seen. 

The  denervated  heart-responds  to  glycosides  the  same 
as  the  normally  innervate  organ  as  assessed  by  the  latency 
of  action,  and  the  degree  of  inotropism  induced.^®’ 

Also,  no  alterations  in  tolerance  have  been  described. 
Leachman'*"'  however,  claims  that  the  heart  rate  of  the 
transplanted  heart  is  not  affected  by  digitalis.  Also,  he 
demonstrates  that  cardiac  denervation  increases  the  A-V 
refractory  period  to  a maximum,  over  which  digitalis 
exerts  no  influence.  Alexander  and  co-workers'*  have 
shown  that  the  effect  of  digitalis  on  the  functional  refrac- 
tory period  of  the  A-V  node  is  dependent  upon  an  intact 
nerve  supply,  and  is  in  part  a consequence  of  antiadre- 
nergic  action  of  the  glycoside. 

It  has  also  been  shown  that  denervation  inhibits  the 
cardiac  manifestations  of  glycoside  intoxication  and  that 
adrenergic  influences  exert  a permissive  role  in  the 
genesis  of  pharmacologically  induced  arrythmias,  as  well 
as  arrythmias  induced  by  ischemia.'**’  ’‘■^'* 

It  is  not  possible  to  demonstrate  a vagolytic  response  to 
atropine  in  the  denervated  heart.*’  As  expected,  the  rate 
of  the  recipient  atrium  increases  after  the  administration 
of  this  agent.*  There  is  no  effect  of  atropine  on  the 
conduction  interval  time.* 

Some  authors*’  have  shown  that  the  electrophysio- 
logic  response  of  the  denervated  heart  to  norepinephrine 


and  isopreterenol  is  normal.  There  is  no  doubt  the  bene- 
ficial effects  of  isoproterenol  on  the  cardiac  allograft, 
which  caused  in  increase  in  ventricular  pressure  and  also 
shortens  the  systolic  ejection  period.'*'* 

The  increase  in  cardiac  output  produced  by  isoprote- 
renol result  from  an  increase  in  heart  rate,'*'*  and  as 
expected,  an  decrease  in  the  P-R  period. There  is  no  dif- 
ference in  the  dose  respose  curve  of  the  cardiac  allograft 
to  isoproterenol;  moreover,  the  chronotropic  response  is 
identical  in  the  transplanted  heart  as  compared  to  the 
normal  organ. '*'* 

The  response  of  the  cardiac  allograft  to  norepinephrine 
is  characterized  by  an  increase  in  heart  rate,  indepent  of 
the  increase  in  blood  pressure;  meanwhile,  the  recipient 
atrium  rate  is  reduced  by  the  influence  of  the  carotid 
baroreceptor  reflex  as  a response  on  the  increased  blood 
pressure. 

The  A-H  time  is  shortened  by  norepinephrine,  which 
demonstrates  a direct  effect  of  this  agent  on  the  refracto- 
riness of  the  A-V  node  independent  of  automatic  innerva- 
tion.^^ The  H-V  interval  shows  no  change. 

The  effect  of  propanolol  on  the  recipient  and  donor 
atria  are  almost  identical.  The  decrease  in  their  rate  is 
compatible  with  a direct  effect  on  the  sinus  node.'*’  The 
H-V  interval  shows  no  change.'*’  Slowing  the  rate  in 
both  atria  is  compatible  with  an  effect  of  blockade  of 
circulating  catecholamines.  It  has  been  shown  that  quini- 
dine  cause  a disminution  in  heart  rate  and  an  increase  in 
the  A-V  Yefractory  period.^®’ 

In  conclusion,  it  has  been  demonstrated  that  the 
cardiac  allograft  is  capable  of  sustaining  almost  all  func- 
tions of  the  normally  innervated  heart,  that  it  possesses 
its  own  intrinsic  properties  both  in  terms  of  hemody- 
namic compliance  and  electrophysiologic  behavior,  and 
that  these  properties  can  be  influenced  by  several  phar- 
macologic agents  as  in  the  autonomically  innervated 
heart. 


Resumen:  Fisiología  del  corazón  denervado.  Se  discute 

la  fisiología  del  corazón  transplantado.  El  órgano  trans- 
plantado puede  llevar  a cabo  todas  las  funciones  del 
corazón  normal,  sin  embargo  éste  posee  propiedades  intrín- 
secas que  modifican  su  respuesta  al  ejercicio  y a los  agentes 
farmacológicos.  Se  hace  un  repaso  de  la  literatura  sobre 
este  tema. 
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Abstract:  Pseudomonas  aeruginosa  is  an  opportunistic, 

gram  negative  bacillus  that  causes  serious  hospital  acquired 
infections.  However,  it  also  causes  infections  with  unusual 
presentations  which  are  acquired  in  a non-hospital  environ- 
ment. This  report  will  discuss  the  pathogenesis,  clinical 
manifestations,  and  therapy  of  this  uncommon  infection, 
such  as:  1)  Pseudomonas  folliculitis:  a superficial  or  deep 
bacterial  infection  associated  with  the  use  of  public  hot 
tubs,  whirlpools  and  swimming  pools.  2)  Invasive  external 
otitis:  an  infection  that  can  progress  to  skull  base  mostly 
associated  to  elderly  diabetic  patients.  It  is  usually  secon- 
dary to  aural  irrigation  with  contaminated  water. 
3)  Pseudomonas  osteomyelitis:  an  infection  usually  asso- 
ciated with  nail  puncture  wounds  especially  if  wearing 
tennis  shoes.  4)  Toe  who  infection:  mostly  associated  with 
individuals  using  topical  antibacterial  agents.  5)  Green 
nail  syndrome:  a non  tender  paronychia  lesion  that  appears 
most  often  in  persons  whose  hands  are  constantly  exposed 
to  water,  soaps  and  detergents  or  are  subject  to  mechanical 
trauma.  6)  Corneal  ulcer  keratitis:  mostly  associated  with 
the  use  of  soft  lenses,  eye  drops,  mascara  or  contaminated 
whirlpools.  This  condition  may  terminate  in  panophthal- 
mitis. 7)  Endocarditis:  most  commonly  associated  with 
intravenous  drug  addicts. 

Pseudomonas  is  a motile,  non  fermentative,  gram- 
negative rod  which  generally  is  not  encapsulated  and 
forms  no  spores.  It  grows  readily  in  all  ordinary  culture 
media,  and  on  agar  it  forms  irregular  soft  iridescent 
colonies,  which  have  a fluorescent  yellow-green  color 
because  of  diffusion  into  the  medium  of  two  pigments, 
pyocyanin  and  fluoresin.’  Pseudomonas  aeruginosa  will 
grow  in  an  anaerobic  environment  if  nitrates  are  avai- 
lable instead  of  molecular  oxygen  to  act  as  a terminal 
electron  acceptor.  It  can  also  live  anaerobically  if  the 
amino  acid  arginine  is  available.  Utilization  of  nitrates 
could  explain  the  ability  of  Pseudomonas  aeruginosa  to 
survive  in  environments  such  as  soil  and  certain  hospital 
environments.  Pseudomonas  are  better  suited  to  a harsh 
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environment  that  other  gram  negative  opportunists.  It 
can  grow  at  higher  temperature  (43°C)  than  the  enteric 
organisms  and  can  utilize  over  50  simple  organic 
compounds  for  growth.  It  will  grow  in  distilled  water  and 
disinfectants.^  All  these  minimal  nutritional  require- 
ments and  other  basic  properties  of  Pseudomonas  aerugi- 
nosa. including  those  that  distinguished  if  from  other 
Pseudomonas  species,  probably  contribute  to  its  environ- 
mental persistance,  its  ability  to  survive  or  grow  in  soil, 
water,  sewage  and  plants,  and  ultimately  to  its  role  as  an 
effective  opportunistic  pathogen.^’  ^ 

Pseudomonas  organisms  are  present  on  the  skin  of 
some  normal  persons,  particularly  in  the  axilla  and 
anogenital  regions.  But  despite  the  many  potential  viru- 
lences factors  shared  by  strains  of  Pseudomonas  the 
organism  rarely  causes  disease  in  healthy  persons.' 

Pseudomonas  aeruginosa  is  a notorious  cause  of  serious 
hospital  acquired  infections.  The  organism  is  the  leading 
cause  of  burn  wound  infection,  nosocomial  bacteremias 
and  often  causes  nosocomial  pneumonia  and  urinary 
tract  infection.  Within  the  hospital.  Pseudomonas 
aeruginosa  is  an  opportunistic  pathogen.  It  usually 
produces  systemic  infections  in  hospitalized  patients, 
who  are  debilitated  from  system  illness,  malnutrition,  or 
neutropenics,  in  corticosteroid  or  immunosuppresive 
therapy  such  as  chemotherapy  of  neoplasia  with  concur- 
rent broad  spectrum  antibiotic.  Violation  of  the  integrity 
of  the  skin  and  mucous  membranes  by  catheters,  tubes 
and  lines  enhances  colonization  and  penetration  of  this 
organism.'* 

Pseudomonas  aeruginosa  also  causes  infection  in  envi- 
ronments much  more  accessible  to  our  daily  life  than  the 
hospital.  This  review  will  discuss  the  unusual  presenta- 
tions of  Pseudomonas  infections  such  as:  whirlpool  bath 
or  hot  tubs,  “folliculitis”,  puncture  wound  osteomyelitis 
(acquired  on  school  playgrounds  and  construction  sites), 
swimmer’s  ear  otitis  externa,  toe  web  infections,  paro- 
nychia with  or  without  green  nail  syndrome,  corneal 
ulcer  keratitis  (associated  to  the  use  of  soft  contact  lenses) 
and  endocarditis  (associated  to  persons  addicted  to 
parenteral  use  of  illicit  drugs)  among  others. 

Pseudomonas  Folliculitis 

Folliculitis  is  a superficial  or  deep  bacterial  infection 
and  irritation  of  the  hair  follicles.' 
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Pseudomonas  aeruginosa  folliculitis  consisted  of  several 
distinct  clinical  entities.  Two  distinct  types  of  Pseudo- 
monas folliculitis  have  been  reported.  A sudden  unmana- 
geable exacerbation  of  acne  that  may  be  due  to  super- 
imposed Pseudomonas  infection;  and  a more  common 
and  less  severe  type:  an  outbreak  of  folliculitis  (associated 
with  the  use  of  public  hot  tubs,  whirlpool  and  swimming 
pools,  mainly  in  hotels,  motels,  and  health  spas).^’  ’ 

Hot  tubs  provide  an  ideal  environment  for  Pseudomonas 
growth.  The  organism  is  well  suited  to  a wet  an  warm 
atmosphere  and  is  able  to  withstand  temperature  up  to 
41°C.  Chloride  is  not  able  to  disinfect  bath  water  adequa- 
tely as  the  organism  may  still  be  present  in  concentrations 
up  to  3mg/liter.^ 

Folliculitis  is  characterized  by  follicular  maculopa- 
pular,  pustular  and/or  vesicular  skin  lesions  distributed 
predominantly  over  the  lateral  aspects  of  the  trunk  on  the 
axillae,  buttocks  and  proximal  parts  of  the  extremi- 
ties.^’ * So,  the  predominant  manifestation  of  the  illness 
is  a rash  that  often  develops  8 to  48  hours  after  exposure 
which  is  characterized  by  the  abrupt  onset  of  a wide- 
spread itchy  urticarial  papulas  and  deep  pustules.*  The 
rash  may  be  accompanied  by  earache,  malaise,  fatigue, 
headache,  mastitis  or  a low  grade  fever  and  axillary 
lymphadenopathy. 

In  most  cases  the  rash  heals  in  7 to  10  days  without 
scarring,  but  may  produce  desquamation  or  leave  hyper- 
pigmented  macules. 

Specific  antibiotic  treatments  of  Pseudomonas  aerugi- 
nosa folliculitis  is  not  usually  required.  The  use  of  topical 
or  systemic  corticosteroids  must  be  avoided.'' 

Prevention  of  the  disease  can  be  achieved  by  mainte- 
nance of  adequate  disinfectant  concentration  and  an 
adequate  pH  (7.2  to  7.8).'' 

Invasive  external  otitis 

Otitis  externa  is  the  most  common  form  of  Pseudo- 
monas infection  which  involves  the  ear.'  It  is  an  infection 
of  the  external  ear  canal,  mastoid  and  frequently 
progresses  to  a skull  base  osteomyelitis  with  resultant  of 
cranial  neuropathies. 

A rapidly  progressive,  severe  infection  due  to  Pseudo- 
monas involving  the  ear  is  referred  to  as  malignant  otitis 
externa;  term  coined  by  Chanler  due  to  the  high  mortality 
of  the  syndrome.^ 

Nearly  all  of  these  infections  were  in  elderly  diabetic 
subjects.  The  pathogenesis  of  malignant  external  otitis  is 
unknown.  Elderly  patients  with  diabetes  mellitus  have  a 
diminished  cutaneous  barrier  against  infection  because 
of  microangiopathy  associated  with  diabetes.  Also  aging 
and  diabetes  mellitus  are  both  associated  with  altered 
immune  function.  This  factor  may  present  the  predis- 
posing factors  for  these  individuals.  The  pathogenesis  of 
malignant  external  otitis  in  the  non-diabetic  patient  is 
probably  related  to  immune  dysfunction  or  a combina- 
tion opf  impairments.  It  is  important  to  know  that 
Pseudomonas  aeruginosa  is  not  a component  of  normal 
flora  in  the  ear  canal  and  that  there  appears  to  be  no  diffe- 
rence in  the  ear  canal  flora  of  diabetes  and  normal 
hosts. It  is  still  unclear  why  there  is  a predilection  for 
Pseudomonas  aeruginosa  in  this  infection. 


The  natural  resevoir  for  this  organism  is  water;  accu- 
mulation of  water  and  moisture  is  a likely  inciting  event. 
External  otitis  in  fact,  has  been  coincident  with  the 
presence  of  Pseudomonas  aeruginosa  in  inadequately 
chlorinated  whirlpools.  Iatrogenic  causes  such  as 
administration  of  broad  spectrum  antibiotics,  trauma 
induced  by  aural  irrigation,  and  forceful  introduction  of 
water  can  traumatize  the  external  canal.  All  these  factors 
play  a predisposing  role  in  high  risk  population.^’ 

Otalgia  is  the  most  common  presenting  symptom.  The 
pain  tends  to  be  nocturnal,  frequently  awakening  the 
patient  from  sleep.  Headaches  (usually  temporal  or 
occipital)  may  be  present  and  is  remarkable  tool  for  its 
severity.  Tenderness  and  swelling  about  the  periauricular 
area  are  common,  especially  if  the  patient  has  had  symp- 
toms for  many  months  prior  to  seeing  a physician.  Also, 
purrulent  otorrhea  is  usually  present  at  some  point  in  the 
course  of  the  illness.’ 

The  disease  can  result  in  multiple  cranial  neuropathies, 
with  facial  nerve  (CN  VII)  paralysis  being  the  most 
common.  These  are  signs  of  advancing  infection  and, 
when  developed,  they  usually  present  a poor  prognosis. 
Early  in  the  course  of  the  disease  return  of  cranial  nerve 
function  is  reversible;  however  late  in  the  course  of  the 
infection  it  is  unlikely. 

The  recommended  therapy  is  a long  term  (minimum  of 
6 to  8 weeks)  of  a combination  of  an  aminoglucoside 
(for  example  Tobramycin)  with  either  an  anti-pseudo- 
monas beta-lactam  agent  (for  example  Piperacillin  or 
Azlocillin)  or  an  appropriate  third  generation  cephalos- 
porin (for  example  Moxalactam  or  Cefsulodin)  in 
conjunction  with  local  debriment  of  infected  tissue.’’  " 
Surgical  intervention  is  reserved  for  those  individuals 
that  do  not  respond  to  antibiotics. 

Other  antipseudomonal  agents  that  may  be  considered 
in  selected  situations  in  which  a penicillin  or  aminogluco- 
side would  be  hazardous  include  Aztreonam,  Ceftazidime, 
and  Imipenem."  There  are  also  recent  studies  that 
demonstrated  the  efficacy  of  the  treatment  with  an  oral 
regimen  of  Ciprofloxacin,  a new  quinolone  agent,  and 
Rifampin." 

The  propensity  towards  cranial  neuropathies,  and  a 20 
percent  mortality  rate  necessitates  early  diagnosis  and 
prompt  institution  of  appropriate  therapy. 

Pseudomonas  Osteomyelitis 

Osteomyelitis  is  an  infection  of  bone,  usually  caused  by 
bacteria,  but  sometimes  it  is  caused  by  fungi  or  mycobac- 
teria.® 

Osteomyelitis  is  unusual  with  Pseudomonas  except  as  a 
complication  of  bacteremia,  intravenous  drug  abuse  or 
puncture  wounds.  If  a puncture  wound,  especially  a nail 
puncture  of  the  foot,  fails  to  respond  to  standard  therapy 
within  3 to  4 days,  complicating  Pseudomonas  osteomye- 
litis must  be  considered.  Actually,  Pseudomonas  aerugi- 
nosa is  recognized  as  the  most  common  infecting  orga- 
nism following  nail  puncture  wounds  to  the  foot.  The 
wearing  of  tennis  shoes  at  the  time  of  nail  puncture 
predisposes  to  infection  with  Pseudomonas  aeruginosa  in 
all  age  groups.'^ 

Pseudomonas  aeruginosa  osteomyelitis  of  the  foot 
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following  puncture  wounds  was  first  described  in  1 968  by 
Johanson;^’  subsequent  reports  have  implicated  tennis 
shoes  as  a contributing  factor  to  the  emergence  of  this 
organism.  However,  Pseudomonas  osteomyelitis  can 
occur  following  a puncture  wound  in  the  bare  foot  as 
well.  The  source  of  Pseudomonas  may  be  from  the  soil  or 
from  the  normal  flora  of  the  sole  of  the  foot.  A small 
inoculum  of  bacteria  introduced  at  the  time  of  injury  is 
enough  to  cause  infection  because  it  is  allowed  to  flourish 
due  to  inappropriate  early  treatment.  Some  case  reports 
of  foot  wounds  with  Pseudomonas  aeruginosa  osteomye- 
litis suggest  that  Pseudomonas  might  be  present  within 
the  soles  of  the  tennis  shoes,  most  frequently  recovered 
from  the  inner  foam  layer  of  the  sole  of  a shoe  probably 
contaminated  with  the  organism  during  its  use.'* 

The  ideal  management  of  the  patient  who  presents  to 
emergency  room  with  a puncture  wound  to  the  foot  is  not 
precisely  known.*  But  treatment  of  an  established 
Pseudomonas  osteomyelitis  of  the  foot  involves  a careful 
removal  of  foreign  materials,  surgical  debriment,  curet- 
tage of  necrotic  bone  and  cartilage  with  decompression  of 
the  bone,  combined  with  parenteral  antimicrobial  treat- 
ment. A combination  of  an  antipseudomonas  beta 
lactam  with  an  aminoglucoside  is  preferred  with  a 
minimum  of  4 weeks  of  duration.*’  ® 

Early  diagnosis  is  important  due  to  sequelae  of  Pseu- 
domonas osteomyelitis,  such  as  premature  closure  of 
growth  plates,  destruction  of  joints  and  chronically 
draining  sinus  tracts.®  Early  diagnosis  is  possible  with 
bone  scanning  and  xeroradiography  of  the  tissues  and 
isolation  of  the  organism  before  the  appearance  of  pus  by 
injecting  and  aspirating  saline. 

Toe  Web  Infection 

The  toe  web  is  the  site  most  commonly  involved  in 
gram  negative  infection  because  this  intertriginous  site 
presumably  provides  the  moisture  required  for  such 
infection.^  Pseudomonas  aeruginosa  is  the  bacterium  most 
frequently  associated  with  this  disorder.  Colonization  is 
enhanced  by  alkalinity  and  by  topical  antibacterial 
agents  that  suppress  gram  positive  organisms.  Also  soaps 
are  paradoxically  a contributory  factor  to  infection  by 
reducing  harmless  saprophytes  and  thus  promoting  resis- 
tant pathogens  by  removing  their  competitors.'* 

Toe  web  infection  is  frequent  particularly  in  the  mili- 
tary setting,  where  the  macerated  scaly  webs  reveal  a 
greenish  white  fluorescence  under  woods  light. ^ Tinea 
pedis  has  been  shown  to  be  a common  antecedent  in 
many  cases.* 

The  last  or  next  to  last  toe  webs  are  the  most  common 
sites  of  primary  or  initial  involvement.  In  many  cases 
both  feet  are  affected. 

The  most  constant  clinical  feature  is  a soggy  wetness  of 
the  toe  webs  and  the  immediately  adjacent  skin.  The 
affected  tissue  is  usually  damp,  softened,  boggy,  and 
white.'* 

The  recommended  treatment  includes  keeping  the  feet 
clean  and  dry;  cotton  balls  placed  between  the  distal 
phalanges  of  the  toes  (this  may  help  to  separate  the 
infected  surfaces);  and  an  topically  applied  gentamicin 
(0.1  percent  cream).* 


Green  Nail  Syndrome 

This  is  the  clinical  appearance  of  greenish  discoloration 
of  the  nail  plate,  commonly  associated  with  paronychia 
and  the  presence  of  Pseudomonas  aeruginosa.^ 

Pseudomonas  organism  may  be  responsible  for  green 
nails  in  persons  whose  hands  are  exclusively  exposed  to 
water,  soaps  and  detergents,  who  have  onychomycisis  or 
whose  hands  are  subject  to  mechanical  trauma. 

In  paronychial  disease,  the  potential  nail  spaces 
beneath  the  proximal  and  lateral  folds  become  actual 
spaces  ideal  for  the  growth  of  Pseudomonas  organisms 
and  Candida  albicans  particularly  in  hands  subjected  to 
constant  wetting  (as  already  mentioned)  or  involved  with 
eczematous  inflammation.^ 

The  clinical  appearance  of  greenish  discoloration  of 
the  nail  need  not  be  noted  but  if  present  may  be  diffused 
into  the  nail  or  the  bacteria  may  grow  in  the  nail  plates, 
presenting  discoloratin  diffusely  on  in  horizontal  bands 
reflecting  the  temporal  intensity  infection.  The  organism 
can  usually  be  cultured  from  nail  plate.' 

The  lesion  consists  of  a paronychia  that  is  usually  non 
tender.  The  recommended  treatment  includes  the 
avoidance  of  predisposing  factors;  the  use  of  protective 
gloves  in  high  risk  individuals;  and  the  use  of  topical 
Polymyxin  B or  simple  soaks  with  vinegar  or  1 percent 
acetic  acid  will  cure  most  patients.* 

Corneal  Ulcer  Keratitis 

Corneal  ulceration  is  the  most  severe  form  of  ocular 
Pseudomonas  infection.'  About  50%  of  corneal  ulcers 
are  caused  by  Pseudomonas  organisms.® 

Pseudomonas  aeruginosa  keratitis  is  characterized  by  a 
virulent  onset,  rapid  circumferential  spread  and  sloughing 
of  the  cornea  with  the  potential  for  early  perforation  and 
poor  visual  outcome.  It  usually  follows  a traumatic  abra- 
sion and  may  terminate  in  panophthalmitis  and  destruc- 
tion of  the  globe.' 

There  are  multiple  causes  for  punctuate  keratopathy 
associated  with  extended  wear  of  soft  contact  lenses. 
Most  of  these  are  non-microbial  in  origin,  and  are 
thought  to  be  epithelial  hypoxia,  mechanical  abrasion,  or 
immunologic  phenomena,  including  preservative  hyper- 
sensitivity reaction  to  lens  deposits,  or  giant  papillary 
conjunctivitis.'®  Contact  lens  solutions  and  cases,  eye 
drops,  mascara,  and  whirlpools  may  become  contami- 
nated with  Pseudomonas  and  place  the  users  at  higher 
risk  for  infection. 

Pseudomonas  keratitis  is  usually  characterized  by  a 
central  or  paracentral  focus  of  epithelial  ulceration  with 
dense  stromal  infiltrate  and  necrosis.  There  is  often  an 
adherent,  overlying  mucopurulent  discharge,  a moderate 
conjunctival  infection  but  no  visible  anterior  chamber 
inflammation.'® 

The  suggested  treatment  for  this  condition  includes 
removing  the  lens,  culturing  the  corneal  lesions  and 
prompt  instituting  intensive  topical  fortified  antibiotics 
with  appropriate  coverage  for  Pseudomonas  aeruginosa. '® 

Pseudomonas  Endocarditis 

Infective  endocarditis  is  a microbial  infection  of  the 
heart  valves  or  of  the  endocardium.  Pseudomonas 
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endocarditis  involves  previously  damaged  valves  as  well 
as  normal  valves.  This  condition  has  been  found  on 
normal  heart  valves  in  patients  with  burns,  in  intravenous 
drug  addicts  and  other  individuals  who  required  venous 
procedures  or  manipulations  such  as  hemodialysing 
patients  A number  of  cases  of  Pseudomonas  subacute 
bacterial  endocarditis  have  followed  open-heart  surgery.* 
In  recent  years,  venous  access  (usually  illicit  access)  has 
been  the  major  predisposing  factor  to  this  infection. 

The  most  frequent  consequences  of  Pseudomonas  aeru- 
ginosa endocarditis  are  metastatic  abcesses  formed  by 
septic  emboly  to  bone,  joint,  brain,  adrenal  glands, 
spleen,  liver,  and  lungs. 

The  medical  treatment  alone  rarely  cures  the  infection. 
Prompt  valve  replacement  combined  with  high  doses  of 
aminoglucoside  plus  Carbencillin  or  Ticarcillin  provide 
the  best  opportunity  for  a successful  outcome  in  patients 
with  left  side  endocarditis  due  to  Pseudomonas  aeruginosa}^ 

Conclusion 

Pseudomonas  aeruginosa  is  a gram  negative  aerobic 
bacillus  that  has  minimal  nutritional  requirements  and 
can  survive  or  grow  in  soil,  water,  and  even  in  topical 
medicináis.  This  characteristic  and  other  properties 
contribute  to  its  role  as  an  effective  opportunistic 
pathogen.  It  can  cause  systemic  illness  in  hospitalized 
patients.  It  can  also  cause  unusual  infections  often 
acquired  in  a non-hospital  setting.  These  can  be 
presented  as  a localized  infection  such  as  folliculitis,  toe 
web  infections  or  green  nail  syndrome;  or  as  a more  life- 
threatening  infection  or  infections  with  a higher  morbi- 
dity and  mortality  such  as  invasive  external  otitis,  osteo- 
myelitis, corneal  ulcer  keratitis  or  endocarditis. 

It  is  important  to  keep  in  mind  these  unusual  presenta- 
tions of  Pseudomonas  infections  and  to  be  able  to  diag- 
nose and  treat  them  early,  especially  in  high  risk  indivi- 
duals, due  to  the  potentially  serious  consequences  of 
some  of  these  infections. 


Resumen:  Pseudomonas  aeruginosa  es  un  bacilo  gram 

negativo,  oportunista  que  causa  serias  infecciones  nosoco- 
miales. Sin  embargo,  este  puede  causar  infecciones  con 
presentaciones  poco  usuales  adquiridas  fuera  del  ambiente 
hospitalario.  En  este  trabajo  se  discutirá  la  patogénesis, 
presentaciones  clínicas,  y el  tratamiento  de  éstas  infecciones 
poco  comunes,  como  por  ejemplo:  1)  Folículitis:  infección 
bacteriana  superficial  o profunda  que  se  asocia  a el  uso  de 
saunas  y piscinas  contaminadas.  2)  Otitis  externa  inva- 
siva: infección  que  puede  progresar  hasta  la  base  del 


cerebro  y está  asociada  mayormente  con  pacientes  diabé- 
ticos de  avanzada  edad.  Usualmente  esta  condición  es 
secundaría  a irrigación  aura!  con  agua  contaminada. 
3)  Osteomelitis:  infección  que  usualmente  se  asocia  con 
heridas  punzantes  con  clavos  en  especial  si  se  tienen  puesto 
zapatos  deportivos.  4)  Infección  entre  los  dedos  de  los  pies: 
infección  mayormente  asociada  a individuos  utilizando 
agentes  antímicrobianos  tópicos.  5)  “Green  nail  syndrome”: 
lesión  en  la  paranoquia  no  dolorosa  que  aparece  mas 
comunmente  en  personas  cuyas  manos  están  en  constante 
exposición  al  agua,  jabones,  detergentes  o a traumas 
mecánicos.  6)  Keratitis-  úlcera  en  la  cornea:  mayormente 
asociada  a usuarios  de  lentes  de  contacto  suave,  gotas  para 
los  ojos,  mascara  o piscinas  contaminadas.  Esta  condición 
podría  terminar  en  una  panoftalmítis.  7)  Endocarditis: 
condición  mayormente  asociada  a adictos  a drogas  intra- 
venosas. 
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Notas  Pediátricas/ Pediatrics  News 


PEDIATRIA  AL  DIA 

Dr.  Manuel  Canabal.  F.A.A.P. 

Esquema  de  Vacunación  en  Niños 

El  boletín  comienza  esta  nueva  sección  de  “Pediatría  al 
Día”.  Trataremos  de  traer  al  lector  una  puesta  al  día  de 
diferentes  avances  de  la  Pediatría  al  nivel  general  en  el 
mundo  y al  nivel  local  en  nuestra  Patria. 

Ocasionalmente  dejaremos  “caer”  algunas  “perlas” 
que  nuestra  experiencia  nos  ha  dado.  También,  les 
daremos  algunos  “trucos”  de  como  manejar  nuestros 
pacientitos  difíciles. 

Agradeceremos  sugerencias  y material  que  interesen 
ser  incluidos.  Favor  de  enviarlos  a la  dirección  del  Boletín 
o si  prefieren  pueden  llamar  al  832-9783 

Les  presentamos  una  “puesta  al  día”  sobre  lo  último  en 
el  esquema  de  vacunaciones  exigido  en  Puerto  Rico.  Los 
apéndices  incluidos  hablan  por  si  solos.  (Fig.  I-II) 

Como  hay  revisiones  periódicas  tan  pronto  haya  cam- 
bios significativos  se  los  informaremos. 

Itinerario  de  Vacunación 
Recomendado  para  Puerto  Rico 

Edad  Recomendada  Vacuna(s) 


2 Meses 
4 Meses 
6 Meses 
12  Meses 
15  Meses 
4-6  Años 
14-16  Años 
(cada  10  años) 


DTP-OPV-HbCV 

DTP-OPV-HbCV 

DTP-HbCV 

MMR 

DTP-OPV-HbCV 

DTP-OPV-MMR 

Td 


Itinerario  de  Vacunación  de  la  Serie  Primaria  Hibtiler 


Serie  Básica 
de  3 dosis 

2 meses 

4 meses 

6 meses 

*15  a 18  meses  refuerzo 

Niños  de  3 

meses  no  vacu- 
nados; 3 dosis, 
cada  2 meses, 
más  refuerzo 

3 meses 

5 meses 

7 meses 

*15  a 18  meses  refuerzo 

Niños  de  5 

meses  no  vacu- 
nados; 3 dosis, 
cada  2 meses, 
más  refuerzo 

5 meses 

7 meses 

9 meses 

•15  a 18  meses  refuerzo 

Niños  de  7 a 

1 1 meses  no 
vacunados;  2 
dosis,  cada  2 
meses,  más 
refuerzo 

2 dosis  solamente 

*15  a 18  meses  refuerzo 

Niños  de  12  a 

14  meses  no 
vacunados;  1 
dosis  más 
refuerzo 

1 dosis  solamente 

•15  a 18  meses  refuerzo 

Niños  de  15  a 

59  meses  no 
vacunados;  1 

dosis  no 
refuerzo 

1 dosis  solamente 

•No  necesita  refuerzo 

How  you  live 
may  save  your  life. 

You  may  find  it  surprising  that  up  to  60%  of  all  cancers 
can  be  prevented.  By  avoiding  excessive  exposure  to  sunlight, 
by  not  smoking  cigarettes,  by  not  overeating  and  by  following 
a diet  high  in  fiber  and  low  in  fat.  I 

The  battle  isn’t  over  but  we  are  winning. 

Please  support  the  American  Cancer  Society.  T soaenr* 
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+ 

American  Red  Cross 


No  matter 
what  blood 
type  you  are, 
if  you’re  a 
donor, 
you’re  the 
type  this 
world  can’t 
live  without. 
Please  give. 
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Cápsulas  Médicas 

Adolfo  Pérez-Comas,  MD,  PhD 

Nuevas  Guías  Nutricionales 

El  Departamento  de  Agricultura  y el  Departamento  de 
Salud  y Servicios  Humanos  de  los  EE.UU.  emitieron 
recientemente  sus  nuevas  pautas  y recomendaciones 
nutricionales.  Estipulan  que  el  total  de  grasas  nutritivas 
no  debe  de  ser  superior  al  30%  de  las  calorías  y que  las 
grasas  saturadas  deben  ser  inferiores  al  10%  del  total  de 
calorías.  Las  bebidas  alcohólicas  deben  limitarse  a una 
diaria  en  las  mujeres  y a dos  en  los  hombres.  Las  nuevas 
pautas  describen  “el  peso  saludable”  en  lugar  del  “peso 
recomendado”  que  se  utilizaba  previamente,  permi- 
tiendo nuevos  límites  en  el  peso  que  son  algo  superiores  a 
los  establecidos  previamente. 

Marwick,  C:  “Desiderable  Weight”  Goes  up  in  New 
Guidelines,  JAMA  1991:265:17. 

Transmisión  del  HIV  por  Lactancia  al  Pecho 

Se  conoce  de  8 casos  en  la  literatura  de  transmisión  del 
HIV  por  lactancia  al  pecho  de  niños  que  al  nacer  no 
estaban  infectados.  El  primero  fue  descrito  por  Zeigler  y 
colabs  en  Australia  en  1985,  y el  primero  en  los  EE.UU.  es 
recogido  en  este  artículo  de  referencia.  El  establecer  esta 
etiología  requiere  la  documentación  de  adquisición  de  la 
enfermedad  por  la  madre  después  del  nacimiento  o por  la 
lactadora  sustituta  como  ocurrió  en  un  caso. 

Stiehm,  ER,  Vink  P:  Transmission  of  Human  Inmuno- 
deficiency  Virus  Infection  by  Breast-feeding,  J Pediatr 
1991;  118:410-413 

Cesárea  y Desarrollo  Motor  de  Niños  con  Mielomeningo- 
cele  Diagnosticado  Prenatalmente 

El  Diagnóstico  prenatal  de  mielomeningocele  favorece 
su  terapia  temprana.  Aquellos  fetos  con  mielomeningo- 
cele no  complicado  y extraídos  por  cesárea  antes  del 
comienzo  de  la  labor  del  parto  se  benefician  de  tal  proce- 
dimiento teniendo  un  mejor  pronóstico  en  su  desarrollo 
motor  cuando  se  comparan  con  los  que  nacen  por  vía 
vaginal  o por  cesárea  después  de  comenzada  la  labor  del 
parto. 

Luthy,  DA  y colabs.:  Cesarean  Section  before  the  Onset 
of  Labor  and  Subsequent  Motor  Function  in  Infants  with 
Meningomielocele  Diagnosed  Antenatally.  NEJM  1991; 
324:662-666 

Terminales  de  Video  y Abortos  Espontáneos 

La  relación  entre  el  empleo  de  computadoras  y los 
abortos  espontáneos  es  de  gran  interés  público.  Investi- 
gaciones previas  han  informado  hallazgos  inconsistentes. 
Un  estudio  realizado  en  Cincinnati  revela  que  el  empleo 
de  monitores  de  video  y la  exposición  a los  campos  elec- 
tromagnéticos de  éstos  no  está  asociado  a un  aumento  de 
riesgo  de  abortos  espontáneos. 

Schnorr,  TM  y colabs.:  Video  Display  Terminals  and  the 
Risk  of  Spontaneous  Abortion.  NEJM  1991;  324:727-733 


SOCIOS  NUEVOS 


ACTIVOS 

Aponte  Rivera,  Héctor  René  MD  - Escuela  de  Medicina 
Universidad  Central  del  Este,  República  Dominicana, 
1986.  Obstetricia  y Ginecología.  Ejerce  en  Ponce. 

Maymí  Rivera,  José  A MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1990.  Urología.  Ejerce  en 
Bayamón. 

Ortega  Prieto,  Roberto  MD  - Escuela  de  Medicina 
Facultad  de  Medicina  de  Sevilla,  1972.  Anestesiología. 
Ejerce  en  Bayamón. 

Ortiz  Valladares,  Héctor  M MD  - Escuela  de  Medicina 
Universidad  Central  del  Este,  República  Dominicana, 
1976.  Anestesiología.  Ejerce  en  Bayamón. 

Rivera  Maíz,  Rafael  MD  - Escuela  de  Medicina  Uni- 
versidad Central  del  Caribe,  Cayey,  1981.  Anestesio- 
logía. Ejerce  en  Bayamón. 

ACTIVO  ESPECIAL 


Ginart  Gómez,  Luis  MD  - Escuela  de  Medicina  Uni- 
versidad Central  del  Este,  República  Dominicana,  1985. 
Medicina  General.  Ejerce  Río  Piedras. 

REINGRESO  ACTIVO 

Ramírez  Torres,  Hugo  MD  - Escuela  de  Medicina 
Universidad  de  Salamanca,  España,  1963.  Medicina 
General.  Ejerce  en  Cabo  Rojo. 
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CARTAS  AL  EDITOR 


Dear  Doctor: 


We  have  decided  to  increase  our  research  efforts  to 
define  mutations  causing  the  Stickler  syndrome  (arthro- 
ophthalmopathy)  and  various  kinds  of  chondrodys- 
plasias. 

For  the  project,  we  need  to  locate  as  many  families  with 
these  conditions  as  possible.  From  large  families  from 
whom  DNA  is  available,  we  would  like  first  to  carry  out 
linkage  studies  and  then  to  sequence  the  appropriate 
genes. 

We  are  writing  to  ask  whether  you  know  of  any  fami- 
lies that  would  be  appropriate  for  this  kind  to  study?  If  so, 
can  you  please  send  us  a pedigree?  Alternatively,  please 
call  me  (215-955-4830),  Dr.  Robert  Knowlton  (215-955- 
5622)  or  Dr.  Nina  Ahmad  (215-955-4835). 


Sincerely  yours,  ^ a 

J. 

Darwin  J.  Prockop,  MD,  PhD 


1ST  REGIONAL  MEETING  ON  PERINATAL 
DIAGNOSIS  PROGRAMS 

November  24-26,  1992 


Dear  colleague. 

We  are  pleased  to  inform  you  that  the  International 
Society  of  Neonatal  Screening  will  host  its  1st  Regional 
Meeting  on  Perinatal  Diagnosis  Programs  on  November 
24,26,  1992  at  Havana’s  International  Conference  Center 
on  the  occasion  of  the  fifth  centennial  of  the  clash  of  two 
cultures  (Discovery  of  the  Americas). 

Co-sponsored  by  the  Ministry  of  Public  Health  of  the 
Republic  of  Cuba,  the  event  is  aimed  at  updating  and 
exchanging  experiences  on  organization,  diagnosis 
methodology,  treatment,  results  and  prospects  of  the 
various  perinatal  diagnosis  programs. 

We  are  looking  forward  to  warmly  welcoming  you  in 
Havana  in  1992. 

Organizing  Committee 

MAIN  TOPICS 

• Congenital  hypothyroidism 

• Congenital  adrenal  hyperplasia 

• Phenylketonuria 

• Hemoglobinopathies 

• Alphafetoprotein  test 


• Allergy 

• Chromosomopathies 

• Lipid  disorders 

• Diagnosis  methodology 

• Quality  control 

• Obstetric  procedures,  toxoplasmosis,  AIDS 

• Other  metabolic  disorders 

SCIENTIFIC  PROGRAM 

The  scientific  program  will  include  lectures,  round 
tables,  workshops,  poster  sessions  and  a general  debate. 

OFFICIALS  LANGUAGES:  English  and  Spanish. 

Our  next  announcement  will  include  additional  infor- 
mation on  the  organization  of  the  event. 

Sincerely  yours. 

Dr.  Ricardo  Guell 
General  Coordinator 

CORRESPONDENCIA/MAIL 

Para  cualquier  información  adicional,  favor  dirigirse  a: 
For  futher  information,  contact: 

Palacio  de  las  Convenciones 
International  Conference  Center 
Apartado  16046,  La  Habana,  Cuba 
Telex:  51 1609  palco  cu 
Fax:  22-8382 
Tel:  20-4653 


March  1991 

TO:  Reporters,  Editors,  Writers 

FROM:  Carolyn  Kolbaba,  Michelle  Zajac 

Division  of  Public  Relations 
American  Academy  of  Pediatrics 

RE:  Viewer/Reader/Listener  Requests  for 

Academy  Information 

The  Academy  has  a myraid  of  brochures  available  on 
child  and  adolescent  health  topics  (listed  below).  We  can 
provide  one  free  copy  of  one  brochure  to  each  viewer, 
reader  or  listener  who  sends  us  a self-addressed,  stamped, 
business-size  envelope  (SASE).  Please  ask  you  audience 
to  address  requests  to: 

Name  of  Brochure,  Department  C 
American  Academy  of  Pediatrics 
P.O.  Box  927 
Elk  Grove,  IL  60009-0927 
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We  regret  that  we  are  unable  to  fulfill  brochure  requests 
that  do  not  include  SASEs.  We  also  cannot  fulfill. 

Brochures  are  available  on: 


AAP’s  Immunization  Schedule 

Acne 

Asthma 

Alcohol 

Avoiding  Teen  Pregnancy 

Breast-feeding 

Circumcision 

Child  Sexual  Abuse 

Choking  Prevention  & First  Aid 

Cocaine 

Depression  & Suicide 
Developmental  Milestones 
Diaper  Rash 


DTP  Vaccine 
Family  Health  Insurance 
Learning  Disabilities 
Marijuana 

Smoking  & Adolescents 

Sports  & Your  Child 

Sun  Protection 

Teens  who  Drink  & Drive 

Television  & the  Family 

Temper  Tantrums 

Tobacco  Abuse 

Toilet  Training 

You  & Your  Pediatrician 


ENDOCRINOLOGIA  ’92 

A:  Endocrinólogos  del  mundo 

De:  Sociedad  Cubana  de  Endocrinología 

Asunto:  III  Congreso  Nacional  de  Endocrinología 

Por  medio  de  la  presente  nos  complacemos  en  infor- 
marles que  del  18  al  22  de  mayo  de  1992  se  celebrará  en  el 
Palacio  de  las  Convenciones  de  La  Habana,  Cuba,  el 
III  Congreso  Nacional  de  Endocrinología. 

Los  interesados  en  recibir  anuncios  y circulares  infor- 
mativas sobre  ENDOCRINOLOGIA’  92,  pueden  soli- 
citar información  al: 

Dr.  Ricardo  Güell 

Coordinador  General 

Apartado  16046,  La  Habana,  Cuba 

Telex  51 1609  palco  cu 

Fax  22-8383 


THE  NEW  YORK  ACADEMY  OF  SCIENCES 
JULY-OCTOBER  1991  CONFERENCE  SCHEDULE 

1  SENSING  AND  CONTROLLING  MOTION; 
VESTIBULAR  AND  SENSORIMOTOR  FUNCTION 
July  7-11,  NASA  Ames  Research  Center  at  Moffett 
Field,  Mountain  View,  CA 

Co-Chairs:  Bernard  Cohen,  Mount  Sinai  School  of 
Medicine;  David  Tomko,  NASA  Ames  Research 
Center;  Fred  Guedry,  Naval  Aerospace  Medical 
Research  Laboratory 

The  field  of  vestibular  and  sensorimotor  function, 
particularly  as  they  relate  to  the  perception  and 
control  of  motion,  will  be  discussed. 


2 THE  NEUROBIOLOGY  OF  DRUG  AND  ALCOHOL 
ADDICTION 

July  23-26,  Cavanaugh’s  Inn  at  the  Park,  Spokane, 
Washington 

Co-Chairs:  Peter  W.  Kalivas,  Washington  State 
University;  Herman  H.  Samson,  University  of 
Washington 

The  goal  of  the  conference  is  to  blend  recent  findings 
on  chronic  drug  and  alcohol  administration  at  a 
molecular,  cellular,  systems  and  cognitive  level. 

3 CALCITONIN  GENE-RELATED  PEPTIDE 
July  28-31,  University  of  Graz,  Graz,  Austria 
Co-Chairs:  Yvette  Tache,  University  of  California. 
Los  Angeles;  Peter  Holzer,  University  of  Graz, 
Austria;  M.  Geoff  Rosenfeld,  University  of  California, 
San  Diego 

The  focus  will  be  to  discuss  the  state-of-the  art  of 
CGRP  research  and  the  implications  CGRP  is 
thought  to  have  on  the  cardiovascular  system, 
processing  of  sensory  information,  and  gastroente- 
rology. 

4 AGING  AND  CELLUL  AR  DEFENSE  MECH  ANISMS 
September  22-26,  Grand  Hotel  Raffaelo,  Modena, 
Italy 

Co-Chairs:  Gaetano  Crepaldi,  University  of  Padova, 
Italy;  Vincent  Cristofalo,  The  Medical  College  of 
Pennsylvania;  Claudio  Franceschi,  University  of 
Modena,  Italy;  L.  Masotti,  University  of  Bologna, 
Italy;  J.  Vijg,  Medscand  Ingeny,  The  Netherlands 
The  general  hypothesis  of  the  conference  is  that 
defense  mechanisms  such  as  DNA  repair,  production 
of  heat  shock  and  other  stress  proteins,  enzymatic 
and  non-enzymatic  antioxidant  defense  systems,  and 
poly  (ADP-ribose)  polymerase  activation  constitute 
and  integrated  network  of  critical  importance  of  the 
aging  process. 

5 PLASMINOGEN  ACTIVATION  IN  FIBRINOLYSIS 
AND  TISSUE  REMODELLING 

October  22-25,  Leiden,  The  Netherlands 
Co-Chairs:  Pieter  Brakman  and  Cornelis  Kluft,  TNO 
Gaubius  Institute,  Leiden,  The  Netherlands 
The  conference  will  address  activation  of  plasmi- 
nogen not  only  in  the  fibrinolytic  breakdown  of 
fibrin  but  also  in  tissue  remodelling. 

(All  these  conferences  are  designated  in  Category  I of 
the  Physician’s  Recognition  Award  of  the  American 
Medical  Association.) 
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AAP  UPDATES  HIB  VACCINE 
RECOMMENDATIONS 


Chicago — Recent  FDA-approved  labelling  of  a Haemo- 
philus influenza  type  b (Hib)  conjugate  vaccine  for  use  at 
2 months  of  age  has  prompted  the  American  Academy 
of  Pediatrics  (AAP)  to  update  its  specific  guidelines  for 
immunizing  children  against  Hib  infections,  such  as  bac- 
terial meningitis. 

Although  there  are  three  licensed  Hib  vaccines,  only 
two  have  FDA-approved  labelling  for  use  in  infants 
younger  than  15  months.  The  Academy  urges  that  all 
infants  now  be  given  either  of  these  two  vaccines  at 
2 months  of  age  or  as  possible  thereafter. 


Because  of  the  differences  in  immunogenicity  of  the 
two  vaccines  approved  for  use  in  younger  infants,  the 
recommendations  differ  for  the  two  vaccines,  designated 
to  physicians  as  HbOC  and  PRP-OMP  (see  attached 
table).  The  AAP  recommends  that  infants  and  children 
up  to  15  months  of  age  be  given  the  same  vaccine 
product  (either  HbOC  o PRP-OMP)  for  recommended 
doses,  since  data  are  not  yet  available  regarding  the  inter- 
changeability of  the  Hib  vaccines. 

The  Academy  continues  to  believe  that  the  safety  and 
efficacy  of  all  three  licensed  Hib  conjugate  vaccines  are 
likely  to  be  equivalent  when  administered  to  children  at 
15  months  of  age  or  older. 

In  addition  to  citing  specific  schedules  for  use  of  each 
vaccine,  the  statement  also  contains  useful  information 
about  the  Hib  conjugate  vaccines. 

The  AAP  plans  to  issue  a more  complete  statement 
regarding  Hib  vaccine  trials  and  other  related  issues  in 
the  future. 

The  American  Academy  of  Pediatrics  is  an  organiza- 
tion of  40,000  pediatricians  dedicated  to  the  health,  safety 
and  well-being  of  infants,  children,  adolescents  and 
young  adults. 


Table  I 


H influenzae  Type  b Conjugate  Vaccines 


Licensed  by  the  FDA 


Manufacturer 

Abbreviation 

Trade  Name 

Carrier  Protein 

(as  of  Feb.  91) 

Connaught 

Laboratories 

PRP-D 

ProHIBit® 

Diphtheria 

toxoid 

for  children  15 
months  of  age 

Praxis  Biologies,  Inc. 
(Distributed 
by  Lederle 
Laboratories) 

HbOC 

HibTlTER  TM 

CRM197  (a 
nontoxic  mutant 
diphtheria 
toxin) 

for  infants  & Shildren 
> 2 months  of  age 

Merck  Sharp  & 
Dohme 

PRP-OMP 

PedvaxHIB  tm 

OMP  (an  outer 
membrane  protein 
complex  of 

Neisseria 

meningitidis) 

for  infants  & children 
>2  months  of  age 

Pasteur  Merieux 

PRP-T 

— 

Tetanus  toxoid 

not  licensed 

Vaccins 
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Table  2 


Summary  of  Recommended  Regimens  for  Use  of  H influenzae  Type  b Vaccines 

Age  immunization 

Initiated 

(Months) 

Vaccine 
product  Used 
at  initiation 

Total  Number 
of  Doses  to  Be 
administered 

Currently  Recommended 
vaccine  regimens 
(see  text) 

2-6 

HbOC 

4 

a.  Initial  3 doses  at  2-month  intervals 

b.  Fourth  dose  at  15  months  of  age* 

c.  HbOC  for  doses  1-3 

d.  HbOC.  PRP-OMP,  or  PRP-D  for  dose  4* 

PRP-OMP 

3 

a.  Initial  2 doses  at  2-month  intervals 

b.  Third  dose  at  12  months  of  age 

c.  PRP-OMP  for  all  three  doses** 

7-11 

HbOC 

3 

a.  Initial  2 doses  at  2-month  intervals 

b.  Third  dose  at  15-18  months  of  age* 

c.  HbOC,  for  doses  1-2 

d.  HbOC,  PRP-OMP.  or  PRP-D  for  dose  3* 

PRP-OMP 

3 

a.  Initial  2 doses  at  2-month  intervals 

b.  Third  dose  at  15-18  months  of  age* 

c.  PRP-OMP  for  doses  1-2 

d.  PRP-OMP,  PRP-D,  or  HbOC  for  dose  3* 

12-14 

HbOC 

2 

a.  2-3  month  interval  between  doses 

b.  If  the  second  dose  is  given  at  or 
after  15  months  HbOC,  PRP-OMP, 
or  PRP-D  may  be  given* 

PRP-OMP 

2 

a.  2-3  month  interval  between  doses 

b.  If  the  second  dose  is  given  at  or 
after  15  months,  PRP-OMP.  PRP-D 
or  HbOC  may  be  given* 

15-59 

HbOC 

PRP-OMP 

PRP-D 

1 

HbOC.  PRP-OMP,  or  PRP-D* 

60 

and 

older  & 

HbOC 

PRP-OMP 

PRP-D 

1 

HbOC,  PRP-OMP,  or  PRP-D* 

*The  Academy  considers  that  safety  and  efficacy  are  likely  to  be  equivalent  for  PRP-OMP,  PRP-D,  and  HbOC  for  use  in 
children  15  months  of  age  or  older. 

**If  the  third  dose  is  inadvertently  delayed  until  the  child  is  15  months  of  age  or  older,  the  Academy  considers  that  tha 
safety  and  efficacy  are  likely  to  be  equivalent  for  PRP-OMP,  PRP-D,  and  HbOC  for  this  third  dose,  & Only  for  children 
with  chronic  known  to  be  associated  with  an  increased  risk  for  H influenzae  type  b disease  (see  text). 


STEROID  EDUCATION  AND  ADOLESCENTS: 
DO  SCARE  TACTICS  WORK? 


Chicago — Education  strategies  that  primarily  empha- 
size the  negative  consequences  of  anabolic  steroids  are 
ineffective,  a new  study  said,  but  a balanced  approach 
can  improve  understanding  of  the  potential  adverse 
effects  of  these  drugs. 

The  study,  published  in  the  March  issue  of  Pediatrics, 
the  journal  of  the  American  Academy  of  Pediatrics 
I (AAP),  evaluated  nine  high  school  varsity  football  teams 
I from  the  Portland,  Oregon  area  on  the  reported  effects  of 
anabolic  steroids  before  and  after  two  different  education 
I programs.  Lectures  and  handouts  of  a balanced  educa- 
I tion  program  (pontential  risks  and  benefits)  were 
compared  with  a risks-only  (negative  or  “scare  tactics”) 
presentation. 


The  teams  were  randomly  assigned  to  three  groups 
(three  teams  per  group).  Group  one  received  the  balanced 
education,  group  two  received  the  adversed-only  teaching 
model,  and  group  three  served  as  a control  group. 
A total  of  192  surveys  were  completed. 

“Those  receiving  the  balanced  review  significantly 
increased  their  agreement  with  5 of  10  targeted  adverse 
effects,  while  no  change  occurred  for  any  risks  among 
those  taught  by  the  negative  intervention,  “the  authors 
said.  Scare  tactic  failed  to  increase  student  athletes’  belief 
of  any  possible  unmanageable  consequences  of  anabolic 
steroids.  Both  intervention  groups  better  understood  that 
anabolic  steroids  do  not  increase  endurance. 

Anabolic  steroids,  first  introduced  to  competitive 
athletics  during  the  1950s,  are  used  by  many  athletes 
because  of  their  potential  to  enhance  muscle  strenght  and 
size.  However,  serious  medical  and  physiological 
complications  have  been  associated  with  these  drugs. 

“Anabolic  steroids  are  being  used  in  nearly  all  levels  of 
athletics,”  the  study  said.  “During  1984,  in  a report  to  the 
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National  College  Athletic  Association,  more  than  50 
percent  of  college  athletes  who  used  anabolic  steroids 
said  they  began  taking  these  drugs  in  high  school.” 

Factual  information  offering  a complete  knowledge 
base  for  decision-making  is  believed  to  be  a necessary 
component  of  all  drug  education  strategy  for  adolescents, 
the  study  stated. 

Additional  strategies  such  as  channeling  preadoles- 
cents into  sports  that  might  better  correlate  with 
projected  adult  body  size  that  can  help  parents  and 
children  redirect  efforts  to  more  realistic  goals  may  be 
required,  the  study  said. 

“A  multifaceted  approach  to  educate  children  at  a 
much  younger  age  with  additional  broad-based  programs 
that  emphasize  alternatives  to  drug  use,  such  as  proper 
nutrition  and  strength  training  techniques,  may  be  neces- 
sary,” the  authors  concluded. 

The  American  Academy  of  Pediatrics  is  an  organiza- 
tion of  40,000  pediatricians  dedicated  to  the  health,  safety 
and  well-being  of  infants,  adolescents,  ;^oung  adults  and 
children. 


MEETING:  20  CME 

16Th  Caribbean  Symposium  in  Anesthesiology 
and  Related  Fields 

“Clinical  Assessment  of  Anesthetic  Practice” 
November  20  to  November  24,  1991 

EL  SAN  JUAN  HOTEL  & CASINO,  SAN  JUAN,  P.R. 
For  information: 

Miguel  Colón-Morales,  M.D. 

P.O.  BOX  364547 
San  Juan,  P.R.  00936 
or  call  Ms.  Jemail: 

Phone  & Fax  #(809)  758-9200 


LISTA  DE  ANUNCIANTES 

SEGUROS  DE  SERVICIOS  DE  SALUD 
Triple  S 

LEDERLE  LABORATORIES 
Suprax 

ROCHE  LABORATORIES 
President’s  Achievement  Award 

PALISADES  PHARMACEUTICALS,  INC. 
Yocon 

MERK  SHARP  & DOHME 
Vasotec 

G.D.  SEARLE  & CO. 

Calan  SR 


Sirviendo  al  Pueblo 
y ala 

Profesión  Médica 
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Dr.  LaSalle  D.  Leffall,  past  president,  American  Cancer  Society. 


“If  everyone  over  50  had  checkups  for  colorectal  cancer, 
the  cure  rate  could  be  as  high  as  75%”  < 


“If  more  people  had  colorectal  cancer  checkups, 
more  people  could  be  cured,”  says  Dr.  LaSalle  D.  Leffall, 
Jr.,  M.D.,  F.A.C.S.,  Professor  and  Chairman  of  the  Depart- 
ment of  Surgery,  Howard  University  Hospital,  Washing- 
ton, D.C.  “It’s  that  simple.  You  can’t  cure  it  if  you  don’t 
know  you  have  it.”  But  if  it’s  detected  early,  the  cure  rate 
for  colorectal  cancer  is  very  high.  Your  doctor  can  per- 
form the  digital  and  proctoscopic  exams,  and  you  take 
care  of  the  simple  stool  blood  test  at  home. 

The  present  cure  rate  is  44%.  We  believe  it  could  be 
at  least  31  % higher.  Since  men  and  women  are  equally 
affected  by  this  disease,  we  urge  everyone  over  50  to  get 
regular  checkups  at  the  intervals  specified  in  the  box  on 
the  right. 

Fact  is,  there  will  be  130,000  new  cases  of  colorectal 
cancer  this  year.  You  can  help  us  cure  75%  of  them. 

If  you  are  not  in  the  age  group  affected,  please  pass 


this  information  on  to  someone  you  kndw  who  is.  The 
warning  signs  for  colorectal  cancer  are:  a change  in  bowel 
habits  and  blood  in  the  stool. 

People  with  a family  history  of  colon  or  rectal  cancer 
or  ulcerative  colitis  are  at  higher  risk  and  are  urged  to  be 
doubly  cautious. 

Help  us  raise  the  cure  rate. 


Colorectal  Cancer  Checkup  Guidelines  for  men  and 
women  over  50  without  symptoms: 

• Digital  exam  every  year 

• Stool  blood  test  every  year 

• Procto  exam  every  3 to  5 years  after  2 initial  negative 
tests  1 year  apart. 


No  one  faces 

cancer  alone. 
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DESIGNER  DRUGS  HEAD  EAST 

Chicago — Designer  drugs,  synthetic  drugs  of  abuse, 
apparently  have  made  their  way  to  the  northeastern 
United  States,  according  to  an  article  published  in  this 
Wednesday’s  Journal  of  the  American  Medical  Association. 

During  1988,  16  fatal  overdoses  in  Allegheny  County, 
Pa.,  were  associated  with  China  White  (3-Methylfentanyl), 
an  opiate  approximately  1,000  times  as  potent  as 
morphine,  writes  Jonathan  Hibbs,  MD,  from  the 
Division  of  Field  Services,  Epidemiology  Program 
Office,  Centers  for  Disease  Control,  Atlanta,  with 
colleagues.  “This  is  the  first  reported  contribution  of  3- 
Methylfentanyl  to  overdose  mortality  in  an  eastern  city 
and  the  first  documented  use  of  3-Methylfentanyl  with 
other  illegal  drugs,”  they  write. 

Of  the  115  drug  overdose  deaths  investigated  by  the 
Allegheny  County  coroner  from  1986  to  1988,  36  had 
tissues  or  body  fluids  which  tested  positive  for  fentanyl 
derivatives.  Sixteen  of  those  involved  China  White,  most 
of  whom  also  tested  positive  for  cocaine  or  nonfentanyl 
opiates,  like  morphine. 

The  authors  suggest  that  China  White,  when  used  with 
other  drugs,  could  result  in  death.  “Since  [China  White] 
is  a potent  opiate,  it  could  potentiate  the  respiratory 
suppressant  effect  of  other  opiates,  causing  death  at  what 
would  otherwise  be  a safe  dose  of  heroin  for  an  expe- 
rienced user,”  they  write.  “Drug  abusers  in  the  northe- 
astern United  States  should  be  considered  at  risk  for 
more  designer  drug  overdose  outbreaks  in  the  future.” 

ONSET  OF  AIDS  VIRUS  CAUSES 
BRAIN  IMPAIRMENT 

Chicago — A new  report  underscores  the  hypothesis 
that  persons  infected  with  the  AIDS  virus  or  who  actually 
have  AIDS  may  be  neuropsychologically  impaired  early 
in  the  course  of  the  disease,  according  to  a study  in  the 
February  issue  of  the  American  Medical  Association’s 
Archives  of  General  Psychiatry. 

Susanne  Lunn,  from  the  Institute  of  Clinical  Psycho- 
logy, University  of  Copenhagen,  Denmark,  with  colleages. 


reports  that  a group  of  60  Danish  homosexual  men  were 
given  neuropsychologic  tests  known  to  be  sensitive  to  the 
primary  symptoms  of  organic  dementia  such  as  impaired 
concentration,  memory  and  psychomotor  abilities.  “The 
group  with  acquired  immunodeficiency  syndrome 
(20  people)  performed  significantly  worse  than  the  con- 
trol subjects  (20  people  without  HIV  infection)  on  the 
tests  measuring  concentration,  memory  and  psycho- 
motor speed.  The  group  with  human  immunodeficiency 
virus  (20  people)  performed  significantly  worse  than  the 
control  subjects  on  the  tests  measuring  verbal  memory 
and  psychomotor  speed,”  they  write. 

The  researchers  write  that  it  is  not  fully  understood 
how  HIV  affects  the  brain,  but  studies  indicate  that  it 
penetrate  into  the  central  nervous  system  early  during  the 
infection.  “In  spite  of  the  differences  in  the  reported 
frequency  and  nature  of  neuropsychologic  impairment  in 
patients  with  AIDS,  there  is  growing  evidence  that  there 
is  a high  risk  of  cognitive  changes  developing  with  the 
onset  of  HIV-related  symptoms  or  AIDS.  Our  study  adds 
to  this  evidence,”  they  report. 


AMN  REPORTS:  GOOD  SAMARITAN  MDS 
RUNNING  INTO  GOVERNMENT  RULES 


Chicago — Hamden,  Va.,  endocrinologist  Joseph 
Chemplavil,  MD,  says  he  just  wanted  to  show  his 
support  for  the  U.S.  troops  in  the  Persian  Gulf  So  did  a 
New  York  hospital  and  most  of  the  physicians  in 
Manatee  County,  Fla. 

But  federal  officials  say  the  step  that  these  would-be 
medical  Good  Samaritans  have  all  taken  — offering 
discounted  care  to  military  families — is  illegal.  And  if 
they  persist,  they  could  face  stiff  fines,  a government 
official  says. 

Dr.  Chemplavil,  seeking  to  show  his  support  for  the 
families  of  the  soldiers  in  the  Gulf,  has  offered  to  waive 
the  copayments  and  deductibles  that  patients  pay  under 
the  Civilian  Health  and  Medical  Program  of  the 
Uniformed  Services.  CHAMPUS  is  the  government 
program  that  provides  health  insurance  coverage  for 
military  dependents  treated  outside  of  military  facilities. 

“I  feel  strongly  that  we  need  to  support  our  soldiers 
over  there,”  Dr.  Chemplavil  said.  “Waving  flags  and 
wearing  yellow  ribbons  is  nice,  but  I thought  I should  do 
more.  I believe  that  all  freedom-loving  citizens  should  do 
what  they  can  to  help  the  families  of  these  brave 
soldiers.” 

Dr.  Chemplavil  sent  news  releases  announcing  his 
offer  to  all  military  installations  in  his  area  and  was 
featured  on  a local  radio  program.  Because  he  practices 
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in  the  Tidewater  Basin  area,  with  one  of  the  nation’s 
highest  concentrations  of  military  dependents,  he  expects 
a large  response. 

Central  General  Hospital  in  Plainview,  N.Y.,  also 
wanted  to  do  something  for  the  families  of  the  Gulf 
troops.  So  the  hospital  and  several  of  its  physicians 
agreed  to  accept  CHAMPUS  reimbursement  as  payment 
in  full  for  services  rendered. 

Meanwhile,  the  Manatee  County  Medical  Society  in 
Bradenton,  Fla.,  put  cfut  the  call  to  its  physicians  this 
month  to  volunteer  for  a similar  program.  Within  a week, 
more  than  half  of  the  county’s  240  doctors  had  agreed  to 
provide  care  at  no  cost  to  military  dependents,  and  the 
society  placed  an  ad  in  the  local  paper  to  tell  residents 
about  the  program. 

Unfortunately,  what  began  as  patriotic  gestures  by 
these  providers  could  result  in  stiff  civil  penalties,  said 
CHAMPUS  spokesman  Huston  Worthey.  “The  law 
specifically  says  that  CHAMPUS  is  a cost-sharing 
program,”  he  said.  “Waiving  the  cost-sharing  portion  of 
the  program  is  clearly  illegal.” 

Manatee  County  Medical  Society  President  Richard 
Brown,  MD,  said  his  membership  realized  there  might 
be  a problem  with  a waiver  of  CHAMPUS  copayments. 
They  had  long  been  aware  that  waiving  copayments  for 
Medicare  patients  was  illegal. 

“But  we  wanted  to  relieve  the  financial  burden  of  our 
military  dependents  and  ensure  them  care  locally,” 
Dr.  Brown  said.  The  nearest  military  hospital  that  could 
provide  free  care  to  dependents  is  more  than  50  miles 
away,  he  noted. 

Bornstein  said  his  hospital  plans  to  continue  offering 
the  discounted  care.  “I’d  like  to  see  someone  from  the 
U.S.  government  fight  us  on  this.”  But  CHAMPUS’ 
Worthey  said  infractions  will  not  be  tolerated. 

“If  a provider  claims  a charge  is  $100,  bills  CHAMPUS 
for  $80,  and  weives  the  copayment,  and  we  find  out  about 
it,  we  will  assume  the  total  charge  is  $80  and  only  pay  80 
percent  of  that,”  he  said.  “So  nothing  is  gained  by 
waiving  the  cost-sharing.” 

He  added  that  providers  who  repeatedly  waive  copay- 
ments could  be  seen  as  engaging  in  a “pattern  of  abuse” 
that  should  subject  them  to  civil  penalties,  which  would 
be  determined  by  a court.  Worthey  acknowledged, 
however,  that  there  was  no  precedent  for  the  cases  now 
being  brought  to  CHAMPUS’  attention. 


PAAC  CHALLENGES  AMA/ADA  SANCTIONS 
AGAINST  HIV-INFECTED  HEALTHCARE  WORKERS 

The  Physicians  Association  for  AIDS  Care  (PAAC) 
today  released  a formal  position  statement  challenging 
the  American  Medical  Association’s  (AMA)  and  American 
Dental  Association’s  (ADA)  proposed  sanctions  against 
HIV-infected  physicians  and  dentists  from  performing 
invasive  surgery.  PAAC  argues  that  the  AMA’s  and 
ADA’s  failure  to  address  the  much  higher  unnecessary 
risks  of  death  from  hepatitis  B and  nosocomial 
(hospital-based)  infections  was  discriminatory  and 
unethical. 


One  of  the  arguments  in  the  PAAC  statement  was  that 
the  potential  consequences  of  the  AMA’s  and  ADA’s 
position  would  be  fewer  physicians  and  dentists  willing  to 
perform  invasive  surgery  on  HIV  patients  because  of  the 
economic  risk  to  the  physician  and  dentist  if  they 
contracted  HIV  infection  from  their  patients.  The  end 
result  of  such  policies  could  be  withholding  certain  sur- 
gical procedures  for  HIV-infected  patients  that  would 
not  be  denied  to  non-infected  patients. 

PAAC  also  was  critical  of  the  AMA’s  House  of  Dele- 
gates proposal  to  classify  HIV  infection  as  a contagious 
and  sexually  transmitted  disease  because  such  classifica- 
tions could  jeopardize  existing  confidentiality  protec- 
tions. PAAC  asserted  that  it  would  be  unethical  for  phy- 
sicians to  accept  or  support  such  policies  because  they 
could  result  in  discrimination  in  employment,  housing, 
and  destruction  of  personal  relationship — factors  which 
could  compromise  patients’  quality  and  length  of  life. 

In  releasing  this  statement,  PAAC’s  executive  director, 
Gordon  Nary,  announced  that  PAAC  was  scheduling 
three  new  telecasts  on  the  AIDS  Satellite  Television 
Network  to  address  these  issues  in  greater  detail.  PAAC 
will  address  Ethical  Implications  of  HIV  Infection 
Control  Policy  on  March  6,  Legal  Implications  in 
Surgery  on  HIV  Patients  on  March  22,  and  Confiden- 
tially Issues  and  HIV  Infection  on  April  24.  These  tele- 
casts can  be  downlinked  by  institutions  with  a satellite 
dish.  For  a copy  of  the  position  statement  and/or  infor- 
mation on  the  telecasts,  contact  PAAC  at  (312)222-1326. 


ETHICAL  CONSIDERATIONS  IN  HIV  TESTING 
OF  HEALTHCARE  WORKERS  AND  RESTRICTIONS 
ON  SEROPOSITIVE  HEALTHCARE  WORKERS 


Thejanuary  18,  1991  Morbidity  and  Mortality  Weekly 
Report  (MMWR)  published  by  the  Centers  for  Diseases 
Control  (CDC)  included  an  update  on  the  possible  trans- 
mission of  HIV  infection  from  a Florida  dentist  to  three 
of  his  patients.  While  there  is  no  conclusive  evidence  on 
the  route  of  infection,  the  CDC’s  investigation  strongly 
suggests  that  patients  may  have  been  directly  or  indirectly 
infected  by  their  dentist. 

There  have  been  other  studies  of  HIV-infected 
surgeons  that  indicate  when  universal  precautions  were 
strictly  followed  there  was  no  incidence  of  infection. 
Some  authorities  consider  the  Florida  case  an  anomaly. 
The  CDC’s  probability  statistics  for  the  transmission  of 
HIV  from  infected  surgeon  to  a patient  are  1 in  100,000. 
The  CDC  also  estimates  that  there  may  be  5,000 
healthcare  workers  with  HIV  infection  which  includes 
150  dentists. 

The  CDC  report  resulted  in  the  simultaneous  release  of 
position  statements  by  the  American  Dental  Association 
(ADA)  and  the  American  Medical  Association  (AMA). 
The  ADA’s  position  is  that  HIV-infected  healthcare 
workers  refrain  from  performing  invasive  surgery  and/or 
should  discuss  their  seropositive  status  with  their 
patients.  The  ADA  based  this  recommendation  on  an 
ethical  obligation  to  the  patient.  The  AMA  recommends 


172 


AAf/t  Nens 


Bol.  Asoc.  Med.  P.  Rico  - Abril  1991 


that  physicians  inform  their  patients  of  their  HIV  status 
and  refrain  from  performing  invasive  surgery  unless  a 
recognition  of  the  physician’s  seropositive  status  is  part 
of  the  patient’s  informed  consent.  The  AMA  based  their 
position  on  the  physician’s  ethical  obligation  to  his  or  her 
patients.  The  AMA  also  recommended  that  all  physicians 
at  risk  for  HIV  infection  be  tested. 

Several  weeks  ago,  the  AMA’s  House  of  Delegates 
proposed  that  HIV  disease  be  classified  as  a communi- 
cable and  a sexually  transmitted  disease.  The  proposal 
implicity  supports  testing  without  informed  consent. 

Because  the  AMA  and  ADA  justified  their  positions 
on  ethical  grounds,  it  is  appropriate  to  examine  these 
positions  from  an  ethical  perspective.  The  discipline  of 
ethics  is  concerned  with  the  moral  consequences  of  our 
actions  or  of  our  failure  to  act  when  we  have  the  responsi- 
bility to  do  so.  There  are  individual  and  societal  ethical 
values  which  often  have  conflicting  moral  consequences. 
It  is  therefore  essential  to  examine  the  moral  conse- 
quences of  these  proposals  to  determine  if  they  may  result 
in  greater  harm  or  greater  good. 

Protection  of  the  Patient 

If  the  primary  ethical  concern  of  these  positions  is  to 
protect  patients  from  lifethreatening  illnesses  transmitted 
through  invasive  surgery,  then  the  failure  to  propose 
guidelines  to  protect  patients  from  other  more  prevalent 
blood-borne  pathogens  would  be  unethical.  There  are 
more  significant  risks  to  patients  who  have  invasive 
surgery  or  who  undergo  non-surgical  care.  The  CDC  has 
estimated  that  12,000  U.S.  Health  care  workers  become 
infected  with  hepatitis  B virus  (each  year,  that  500  to  600 
will  require  hospitalization,  and  that  250  deaths  will 
result.  If  universal  precautions  were  strictly  followed, 
many  of  these  infections  and  deaths  could  be  prevented. 
Ironically,  these  are  the  same  precautions  that  could 
prevent  cross-contamination  between  healthcare  worker 
and  patient,  and  thus,  HIV  infection. 

Nosocomial  infections  result  in  20,000  deaths  each 
year.  Many  of  these  infections  and  subsequent  deaths 
could  be  prevented.  A simple  precaution  is  the  appro- 
priate replacement  of  gloves.  Gloves  which  are  not 
changed  can  be  a reservior  for  nosocomial  infections. 
Unfortunately,  many  healthcare  workers  wear  gloves  for 
their  own  protection  rather  than  for  their  patient’s  and 
fail  to  change  them  appropriately. 

The  diagnosis  of  HIV  infection  has  a political  dimen- 
sion that  other  infectious  diseases  do  not.  One  must  ques- 
tions why  there  has  been  no  public  outrage,  govern- 
mental policy,  AMA  or  ADA  position  statement  on  the 
unnecessary  loss  of  lives  due  to  HBV  and  nosocomial 
infections.  One  might  assume  that  there  is  more  concern 
over  the  life  of  a patient  who  is  infected  with  HIV  during 
invasive  surgery  than  the  patient  who  is  infected  with 
HBV  or  a life-threatening  nosocomial  infection.  Such 
concern  is  primary  based  on  media  hype  and  has  nothing 
to  do  with  ethics  or  science. 

Relatively  of  Risk 

There  must  be  a rational  realtionship  between  the 
degree  of  risk,  the  morbidity  and  mortality  of  the  disease 


and  the  consequences  of  the  policies  and  procedures  used 
to  reduce  the  risk.  Invasive  surgery  has  many  risk.  There 
is  an  overriding  ethical  obligation  to  reduce  these  risks  in 
ways  that  do  not  create  greater  harm  than  benefit.  The 
justification  of  policies  to  prevent  life-threatening 
illnesses  with  a risk  factor  of  1 in  10,000  is  significantly 
greater  than  those  with  a risk  factor  of  1 in  100,000.  More 
lives  can  be  saved  by  innovative  approaches  to  preventing 
the  sharp  injuries  that  have  accounted  for  75%  of  all  cases 
of  occupationally  related  HIV  infection  than  by  preven- 
ting HIV-infected  healthcare  workers  from  performing 
invasive  surgery. 

Surgery  for  HIV-Infected  Patients 

The  AMA’s  statement  of  the  responsibility  of  physi- 
cians at  risk  of  HIV  infection  to  be  tested  raises  many 
question.  One  might  reasonably  assume  that  every 
surgeon  who  sustains  a needlestick  or  other  sharp  injury 
during  invasive  surgery  on  an  HIV-infected  patient,  or  on 
a patient  whose  status  is  not  known,  should  be  tested 
immeditely  after  such  exposure.  Should  such  exposures 
prohibit  the  surgeon  from  further  invasive  procedures 
until  test  results  are  available? 

The  AMA  and  ADA  proposals  take  us  one  step  closer 
to  mandatory  testing  of  all  healthcare  workers,  which 
raises  other  ethical,  economical,  legal  and  constitutional 
considerations.  One  such  consideration  that  has  not 
received  attention  is  the  economic  risk  to  surgeons. 
Surgeons  who  perform  invasive  procedures  on  asympto- 
matic and  symptomatic  HIV-infected  patients  have  a risk 
of  contracting  HIV  infection.  However,  this  has  been  a 
risk  with  deferred  implications.  Because  of  the  natural 
history  of  HIV  infection,  it  is  reasonable  to  assume  that 
the  transmission  of  HIV  infection  from  a patient  to  a 
physician  during  surgery  may  not  result  in  any  significant 
symptoms  for  10  years,  or  perhaps  longer.  The  AMA’s 
and  ADA’s  recommendations  would  make  this  risk  one 
with  immediate  implications  because  the  transmission  of 
HIV  infection  from  patient  to  surgeon  could  result  in  the 
loss  of  a career  that  could  produce  between  3 to  5 million 
dollars  in  estimated  lifetime  income.  This  is  not  a risk  that 
many  surgeons  would  take. 

Under  these  circumstances  there  would  be  significantly 
fewer  physicians  willing  to  operate  on  HIV-positive 
patients.  There  will  also  be  an  increased  demand  for 
mandatory  testing  of  all  surgical  patients  especially  in 
areas  where  HIV  infection  is  common.  Mandatory 
testing  also  has  moral  and  ethical  consequences,  one  of 
which  might  be  withholding  of  certain  surgical  proce- 
dures for  HIV-infected  patients  that  would  no  be  denied 
to  non-infected  patients. 

Another  economic  issue  is  the  impact  of  such  guide- 
lines on  disability  insurance  for  surgeons.  Most  policies 
are  lifetime  contracts  which  provide  benefits  if  the 
surgeon  in  unable  to  perform  surgery,  even  though  that 
surgeon  may  be  able  to  perform  non-surgical  duties.  The 
restriction  of  HIV-infected  surgeons  could  results  in  the 
need  to  establish  reserves  of  hundred  of  millions  of 
dollars  in  liftime  benefits.  This  might  well  cause  potential 
insolvency  problems  for  some  carriers  or  certainly  so 
significantly  increase  premiums  that  policies  could  not  be 
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afforded  by  many  physicians.  The  inability  to  afford  disa- 
bility insurance  could  strongly  dissuade  some  surgeons 
from  operating  on  HIV-positive  patients.  Alternatively, 
very  high  insurance  premium  costs  would  be  passed  on  to 
patients  in  the  form  of  higher  fees. 

Obligation  to  Do  No  Harm 

Physicians  who  believe  in  a more  patient-oriented 
practice  understand  that  medicine  has  many  purposes, 
among  them  being  the  prolongation  of  life  and  the  relief 
of  suffering.  They  believe  that  the  obligation  to  do  no 
harm  includes  an  obligation  to  act  in  a way  that  would 
avoid  unnecessary  suffering  by  their  patients.  Anyone, 
who  has  cared  for  patients  with  HIV  disease  can  appre- 
ciate the  amount  of  unnecessary  suffering  that  has 
resulted  from  discrimination  in  employment,  housing, 
and  destruction  of  personal  relationships  based  on 
other’s  knowledge  of  the  patient’s  HIV  status.  Although 
the  general  public  is  more  educated  about  HIV  disease 
1 than  they  were  a few  years  ago,  this  diagnosis  is  still  a 
catalyst  for  judgementalism  and  discrimination  which 
! can  directly  affect  the  patient’s  quality  and  length  of  life. 

When  physicians  accept  or  support  policies  that 
compromise  informed  consent,  erode  confidentiality 
protection,  and  result  in  unnecessary  restrictions  on  the 
employment  of  patients  with  HIV  disease,  they  partici- 
I pate  in  a system  that  can  cause  unnecessary  suffering  and 
I harm  to  their  patients.  The  dismantling  of  confidentiality 
¡ policies  and  restriction  of  HIV-infected  healthcare 
; workers  from  performing  invasive  surgery  will  have  no 
j significant  impact  on  the  epidemiology  of  the  disease. 

! There  is  no  overriding  social  benefit  that  would  justify 
I causing  suffering  to  patients  or  the  loss  of  employment  by 
j healthcare  workers. 

I 

I Obligation  to  Warn  the  Patient 

I There  is  no  ethical  obligation  for  a physician  or  dentist 
to  inform  their  patient  of  their  personal  HIV  status.  A 
healthcare  worker’s  HIV  status  presents  no  significant 
risk  to  a patient.  However,  there  is  an  ethical  obligation 
for  a healthcare  worker  to  follow  universal  precautions 
since  the  failure  to  do  so  may  create  a significant  risk  to 
both  the  patient  and  the  physician  for  the  transmission  of 
many  blood-borne  pathogens  including  HIV. 

The  AMA’s  and  ADA’s  recommendation  that  the 
patient  has  the  right  to  know  a physician’s  or  dentist’s 
HIV  status  sends  an  erroneous  message  to  the  public 
concerning  the  risk  of  transmission  of  HIV  between 
caregiver  and  patient.  Their  recommendations  make 
physicians  and  dentists  who  treat  HIV-infected  patients 
suspect  of  being  HIV  infected  solely  because  of  the  nature 
of  their  practice.  Such  perceptions  could  also  result  in 
discrimination  against  physicians.  HIV-infected  health 
care  workers  are  entitled  to  the  same  confidentiality 
rights  as  any  other  person  with  HIV  for  exactly  the  same 
reasons. 

There  does  not  appear  to  be  any  overriding  ethical  jus- 
tification for  the  AMA’s  and  ADA’s  positions.  One 
might  hope  that  professional  organizations  who  have 
considerable  public  influence  would  not  sacrifice  their 
commitment  to  advance  policies  based  on  scientific  data 
to  political  expediency. 


INFECTION  PRECAUTIONS  REDUCE 
PHYSICIAN  EXPOSURE  AND  RISK 

Chicago — Physicians  who  take  appropriate  precau- 
tions can  significantly  reduce  their  exposure  to  patients’ 
blood  and  body  fluids,  according  to  a study  published  in 
this  Wednesday’s  Journal  of  the  American  Medical 
Association. 

In  1987,  the  Centers  for  Disease  Control  issued  a 
recommended  infection  control  policy  of  “universal 
precautions”  to  all  hospitals,  writes  Edward  S.  Wong,  MD, 
from  the  Infectious  Diseases  Section  of  H.H.  McGuire 
Veterans  Affairs  Medical  Center,  Richmond,  Va.,  with 
colleagues.  The  recommendations  call  for  health  care 
workers  to  assume  all  patients  are  infected  with  blood- 
borne  pathogens.  Therefore,  workers  should  protect 
themselves  with  barrier  devices  (e.g.,  gowns,  gloves  and 
masks). 

The  study  of  277  physicians  from  two  Richmond,  Va., 
hospitals  (Hunter  Holmes  McGuire  and  the  Medical 
College  of  Virginia  Hospital)  examined  exposure 
incidents  before  and  after  the  CDC  recommendations 
were  implemented.  Physicians  completed  daily  question- 
naires from  May  1,  1988  to  January  31,  1989;  the 
universal  precautions  policy  was  adopted  by  the  hospital 
November  1,  1988 

“Implementation  [of  universal  precautions]  led  to  a 
decrease  in  the  number  of  exposure  incidents  that 
resulted  in  direct  contact  with  blood  and  body  fluids 
(actual  exposures),  from  5.07  to  2.66  exposures  per 
physician  per  patient  care  month,  and  to  an  increase  in 
averted  exposures  in  which  direct  contact  was  prevented 
by  the  use  of  barrier  devices,  from  3.41  exposures  per 
patient  care  month  before  implementation  to  5.90 
exposures  per  patient  care  month  after  implementation,” 
the  authors  write. 

Of  the  1,553  actual  and  averted  exposure  incidents 
reported  during  the  nine-month  study,  92  percent 
involved  blood  either  by  contact  (1,379  exposures)  or 
needlestick  injury  (49  exposures),  the  authors  found. 
Nearly  all  exposures  (1,545)  were  to  the  hand.  Eighty- 
nine  percent  of  the  exposures  occurred  during  procedures 
involving  insertion  or  manipulation  of  needles  or 
catheters.  The  frequency  of  physician  barrier  use  during 
exposure  incidents  rose  from  54  percent  before  policy 
implementation  to  73  percent  afterwards. 

“For  HIV  infection,  needlestick  injuries  carry  the 
highest  risk  of  transmission  at  0.4  percent  per  episode  of 
exposure,”  the  authors  say.  “Since  the  rate  of  needlestick 
injuries  fell  from  0.39  to  0.15  episodes  per  patient  care 
month  (a  reduction  of  62  percent),  we  estimate  that  the 
implementation  of  [universal  precautions]  should  reduce 
the  risk  of  occupational  HIV  infection  by  the  same  rate 
(62  percent).” 

They  add  the  precautions  should  have  a greater  impact 
on  Hepatitis  B virus  because  “the  efficacy  of  transmission 
per  exposure  episode  is  greater  (six  percent  to  32  percent 
per  exposure  episode  vs.  0.4  percent  for  HIV),  and  expo- 
sure other  than  needlestick  injuries  (mucous  membrane 
or  nonintact  skin  exposures)  have  been  known  to 
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transmit  the  infection.” 

The  authors  conclude:  “Universal  precautions  were  SMOKING  CRYSTAL  METHAMPHETAMINE  MAY 

effective  in  reducing  the  risk  of  occupational  exposures  CAUSE  SEVERE  HEART  PROBLEMS 

among  physicians  in  a medical  service.” 


HIV-1  SEROPREVALENCE  RATES  IN  NEW 
PRISIONERS  HIGHER  IN  WOMEN  IN 
WOMEN  THAN  MEN 


Chicago — Human  immunodeficiency  virus  type  1 
seroprevalence  rates  of  people  entering  America’s 
prisons  are  higher  among  older  men,  women  and  minori- 
ties, according  to  a study  published  in  this  Wednesday’s 
Journal  of  the  American  Medical  Association. 

“Through  November  1989,  5,411  cases  of  AIDS  had 
been  reported  from  jails  and  prisions  throughout  the 
United  States,”  writes  David  Vlahov,  PhD,  of  the  Johns 
Hopkins  School  of  Hygiene  and  Public  Health, 
Baltimore,  with  colleagues.  “In  several  correctional 
systems,  AIDS  has  become  the  leading  cause  of  death.” 

The  authors  assessed  the  prevalence  of  HIV-1  by 
testing  10,994  consecutive  male  (9,098)  and  female 
(1,914)  entrants  to  10  correctional  systems  in  the  United 
States.  Prevalence  of  the  HIV-1  antibody  indicates  expo- 
sure to  the  virus.  Because  of  confidentiality  concerns,  the 
institutions  were  not  identified. 

“Of  the  10,994,471  (4.3  percent)  were  confirmed  HI  V- 
1 seropositive,”  the  authors  found.  “The  HIV-1  seropre- 
valence for  the  10  systems  ranged  from  2. 1 percent  to  7.6 
percent  for  men  and  2.5  percent  to  14.7  percent  for 
women;  seroprevalence  among  women  was  higher  than 
among  men  across  nine  of  10  systems.” 

While  the  study  oversampled  women  in  order  to  make 
gender  comparisons,  the  authors  suggest  the  higher  rates 
for  women  “probably  reflect  the  higher  proportion  of 
individuals  in  jails  and  prisons  who  have  a history  of 
intravenous  drug  use  or  a history  of  prostitution.” 

Dividing  the  study  population  at  age  25,  the  authors 
noted:  “HIV-1  prevalence  among  young  women  (5.2 
percent)  was  significantly  higher  than  among  young  men 
(2.3  percent),  but  similar  to  that  in  both  older  women  (5.3 
percent)  and  older  men  (5.6  percent).”  They  also  found 
prevalence  rates  were  higher  among  nonwhites  (4.8 
percent)  than  among  whites  (2.5  percent). 

The  authors  made  a deliberate  effort  to  study  correc- 
tional institutions  in  areas  of  moderate  and  high  AIDS 
incidence,  so  they  caution  the  results  cannot  be  consi- 
dered representative  of  all  U.S.  prisions  and  jails. 
“[TJhese  data  supplement  earlier  surveys  to  provide  a 
more  complete  view  of  HIV-1  infection  among  inmates 
entering  U.S.  jails  and  prisons,”  they  say. 

“The  data  presented  herein  suggest  that  correctional 
systems  wiht  higher-than-average  seroprevalence  rates 
and  large  proportions  of  non-whites,  women,  and  men 
older  than  25  years  would  contains  large  numbers  of 
candidates  for  therapeutic  interventions  and  should 
receive  high  priority  for  the  use  of  limited  resources,” 
they  say. 


Chicago — Smoking  “ice”,  or  crystal  methampheta- 
mine  has  been  associated  with  potentially  lethal  cardiac 
complications,  according  to  a study  published  in  this 
Wednesday’s  Journal  of  the  American  Medical  Association. 
“We  have  documented  that  the  smoking  of  crystal 
methamphetamine  is  associated  with  systemic  vasospasm 
(spasm  of  a blood  vessel),  irreversible  cardiomyopathy, 
acute  myocardial  infarction,  and  death,”  writes  Robert 
Hong,  MD,  from  the  Department  of  Medicine,  John  A. 
Burns  School  of  Medicine,  University  of  Hawaii, 
Honolulu,  with  colleagues.  The  authors  report  two  cases, 
both  women  with  a history  of  smoking  “ice”:  a 34-year- 
old.  who  developed  pulmonary  edema  and  a dilated 
cardiomyopathy,  and  a 31-year-old  who  suffered  diffuse 
vasospasm  that  resulted  in  acute  myocardial  infarction, 
cardiogenic  shock,  and  death.  “The  recognition  of  poten- 
tially lethal  cardiac  complications  associated  with  the 
smoking  of  crystal  methamphetamine  is  of  extreme  signi- 
ficance and  should  be  emphasized  to  potential  abusers  of 
this  drug.” 


AMN  REPORTS:  JOB  SHARING  IS  BEST 
OF  BOTH  WORLDS 


Chicago — It’s  9 o’clock  on  a Wednesday  morning  and 
Mark  Mandell,  MD,  is  wading  through  another  impos- 
sibly busy  day.  Forget  patient  files  and  stethoscopes.  The 
Brookline,  Mass.,  pediatrician  has  only  one  thing  on  his 
mind:  the  home  front. 

He  has  already  made  breakfast  for  his  5-year-old 
daughter  Lauren  and  8-month-old  son  Eric.  He  has 
gotten  Lauren  off  to  school  and  changed  Eric’s  diapers 
twice.  There  are  still  grocery  shopping,  lunch,  naps  and 
dinner  preparations  to  deal  with,  plus  the  array  of  calami- 
ties that  pop  up  during  a typical  day. 

By  the  time  his  wife,  Lisa  Goldman,  a free-lance  mana- 
gement consultant,  returns  home  at  6 p.m..  Dr.  Mandell 
will  be  ready  to  hand  over  the  baton  and  head  back  to  the 
office  the  next  day.  He  works  at  a four-person  practice 
three  days  a week  (and  one  weekend  a month),  stays 
home  two  days  a week,  and  spends  several  hours  weekly 
training  students  at  Tufts  University  Medical  Center.  The 
couple  share  household  responsibilities  and  cover  for 
each  other  whenever  possible. 

“Spending  time  at  home  with  the  children  is  enjoyable, 
it’s  fulfilling  and  it’s  great  training  as  a pediatrician,”  he 
says.  “Practicing  part  time  makes  may  life  much  fuller.  I 
have  the  rare  opportunity  to  actually  watch  my  children 
grow  up  and  practice  medicine  at  the  same  time.  It’s  the 
best  of  two  worlds,”  he  says  in  an  article  in  this  week’s 
American  Medical  News. 

Dr.  Mandell  is  among  the  physicians  who  are  discove- 
ring the  pleasures  of  an  unconventional  work  schedule. 
Some  want  to  travel;  others  to  teach,  write,  conduct 
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research  or  spend  more  time  with  their  families.  Says  Kay 
Pinckard,  MD,  a full-time  faculty  member  at  Phoenix 
Children’s  Hospital:  “We’re  balancing  our  personal  and 
¡ professional  lives.  Doctors,  both  men  and  women,  are 
beginning  to  realize  there’s  more  to  life  than  work.’’ 

Residents,  too,  are  signing  up  for  reduced  schedules, 
■ sometimes  advertising  in  medical  publications  for  part- 
¡ ners  who  will  “timeshare,”  or  split  residency  responsibili- 
I ties.  In  some  cases,  this  means  stretching  the  last  year  of 
residency  into  twp;  a few  residents  have  taken  as  long  as 
six  years  to  complete  a normal  three-year  program. 

It’s  no  small  trend.  A total  of  618  residency  programs 
in  the  United  States  now  provide  for  shared  residencies, 
an  increase  of  107  programs  since  1988,  according  to  an 
Aug.  15,  1990,  article  in  JAMA.  Overall,  13.5  percent  of 
the  programs  surveyed  have  established  shared  residency 
programs. 

The  growing  number  of  women  entering  medicine  has 
influenced  the  profession’s  increased  acceptance  of 
unconventional  work  schedules.  “Women  have  an  incre- 
dible amount  of  demands  on  their  lives,’’  explains  Janet 
Freedman,  MD,  director  of  members  and  training  for  the 
American  Medical  Women’s  Association,  Alexandria,  Va.,’’ 
and  demands  are  becoming  a reality  for  the  practices  that 
hire  them.  The  profession  is  waking  up  to  the  fact  that  it 
has  to  become  more  flexible.” 

The  medical  profession  acknowledges  that,  as  more 
women  and  couples  enter  the  profession,  there  is  an 
increased  need  for  flexible  training  arrangements,  says 
William  Jacott,  MD,  an  American  Medical  Association 
trustee.  “The  AMA  is  supportive  toward  reasonable 
arrangements — those  that  ensure  residents  fulfill  their 
obligations  and  maintain  adequate  patient  care.  We  are 
encouraging  accreditation  agencies  to  allow  well- 
designed  programs  to  operate.” 

Opposition  to  the  concept  is  strong,  however,  in  some 
specialties.  Olga  Jonasson,  MD,  chief  of  surgery  at  Ohio 
State  University  Medical  Center  and  director  of  the 
school’s  residency  program,  agrees  that  shared  residen- 
cies may  work  in  some  areas.  “But  it  is  impractical  in 
others,  such  as  surgery.  It  is  a disruption  to  a resident’s 
education;  also,  it’s  not  appropriate  to  work  with  a 
patient  and  not  be  around  when  he  goes  into  surgery.” 


DEBATE:  DOCTOR  CALLS  FOR  ORGAN 
DONATION  PAY;  ETHICIST  SAYS  PROPOSAL 
BREAKS  MORAL  BARRIERS 


Chicago — A transplant  surgeon  says  payment  to 
families  for  cadaveric  organs  might  bring  more  organs  to 
the  underprivileged,  but  an  ethicist  says  the  proposal  is 
“flawed”  and  possesses  too  many  ethical  liabilities, 
according  to  two  commentaries  published  in  this 
Wednesday’s  Journal  of  the  American  Medical  Asso- 
ciation. 

“A  death  benefit  payment  (for  organ  donations)  may 
most  favorably  affect  the  socially  disenfranchised 
through  increased  organ  transplantations  in  minority 


populations,”  writes  Thomas  Peters,  MD,  from  the 
Jacksonville,  Fla.,  Transplant  Center.  “Because  so 
many  salvageable  lives  are  now  lost,  only  because  organs 
cannot  be  obtained,  pilot  programs  to  determine  the 
impact  of  death  benefit  payment  to  the  enabling  (consen- 
ting) next-of-kin  should  be  initiated.  If  organ  recovery 
increases  sufficiently,  a nationwide  program  could  save 
thousands  of  lives,”  he  says. 

Dr.  Peters  notes  in  1989,  1,878  people  died  while 
awaiting  organ  transplantation.  He  says  public  awareness 
programs,  professional  education  and  legislation  have 
not  increased  organ  donation,  and  that  altruism  remains 
the  primary  motive  for  consent. 

“A  death  benefit  payment  for  cadaveric  solid  organs 
would  be  neither  coercive  nor  result  in  loss  of  altruistic 
values.  Payment  would  in  no  way  affect  the  brain  dead 
donor,  as  no  effort  to  obtain  organs  is  made  prior  to  the 
time  of  brain  death.  Should  the  family’s  beliefs  be  so 
strongly  negative  concerning  organ  removal,  a modest 
sum  of  $ 1 ,000  in  the  form  or  a death  benefit  would  not  be 
so  great  a financial  temptation  to  deter  strongly  held 
beliefs,”  Dr.  Peters  says. 

“On  the  other  hand,  should  a negative  attitude  of  a 
potential  donor’s  family  be  superstition,  reaction  to  ‘the 
Establishment’  or  belief  that  the  disadvantaged  in  society 
are  again  being  exploited,  such  a level  of  renumeration 
may  be  enough  to  help  the  family  toward  considering 
donation  favorably.  While  a death  benefit  should  be 
offered  to  all  families  of  potential  organ  donors,  no 
family  would  be  compelled  to  accept  payment  for 
recovered  organs,”  he  says. 

Dr.  Peters  continues  that  legal  sanctions  to  organ 
brokerage  must  be  maintained  and  adds:  “If  there  were  a 
standard  amount  of  $1,000,  paid  only  through  the 
controlled  organ  acquisition  process  as  a death  benefit  to 
the  consenting  next-of-kin,  those  paying  large  sums  of 
money  would  be  viewed  as  paying  far  too  much.”  He  says 
that  the  payment  system  would  not  favor  the  rich, 
because  any  organ  obtained  would  go  into  an  organ 
procurement  organization  and  national  organ  allocation 
system  like  the  present  one.  “That  system  is  based  on 
matching,  time  waiting  and  medical  need.  The  matching 
process  involves  immunologic  determinations  that  are 
related,  at  least  in  part,  to  race,”  he  says. 

Dr.  Peters  concludes  that  laws  could  be  amended  in 
such  a manner  to  allow  organ  procurement  organizations 
to  administer  and  direct  a one-time  death  benefit  to  the 
donor  family.  Those  eligible  for  the  payment  would 
include  (in  order):  spouse,  adult  son  or  daughter,  parent, 
brother  or  sister  or  legal  guardian. 

Ethicist  Disagrees  with  Organ  Payment  Proposal 

In  a dissenting  commentary,  a medical  ethicist  says 
Dr.  Peter’s  argument  is  logically,  ethically  and  practi- 
cally flawed.  “Peters  is  right  to  be  concerned  and  to  seek 
ways  to  relive  the  scarcity  of  lifesaving  organs  for  dona- 
tion,” says  Edmund  Pellegrino,  MD,  from  the  Center  for 
Advanced  Study  of  Ethics,  Georgetown  University, 
Washington,  D.C.  “For  patients  to  die  waiting  for  an 
available  lifesaving  organ  is  an  indictment  of  the  level  of 
altruism  in  our  society,  but  not  a sufficient  reason  for 
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eliminating  altruism  itself.  A policy  that  resorts  to  mone- 
tary inducements,  that  replaces  altruism  by  selfish  self- 
interest  and  that  manipulates  consent  by  monetary  incen- 
tives, has  too  many  ethical  liabilities  to  be  acceptable 
either  as  a policy  or  an  experiment.” 

Dr.  Pellegrino  says  as  frustrating  as  the  effort  may  be, 
“we  cannot  abandon  the  effort  to  increase  the  supply  of 
organs  by  education  and  appeals  to  altruism.”  He  conti- 
nues that  to  create  a deliberate  conflict  between  altruism 
and  self-interest  is  to  reduce  our  freedom  to  make  a gift  to 
a stranger.  This  has  been  shown  in  a study  of  the  commer- 
cialization of  blood  donation,  says  Dr.  Pellegrino,  and  it 
has  had  serious  destructive  effects,  ethical  and  none- 
thical,  on  the  whole  of  society. 

“Peters’  proposal  also  seriously  undermines  the 
consent  process.  Ethically,  the  family  does  not  have  pro- 
prietary rights  over  a relative’s  dead  body.  That  body  is 
not  an  object  to  be  scavenged  event  for  good  purposes,” 
he  says. 

Dr.  Pellegrino  concludes  that  once  commercialization 
of  consent  becomes  accepted,  other  problems  will  occur: 
“If  the  family  can  benefit  from  consent,  why  shouldn’t 
the  donor  receive  $ 1 ,000  for  agreeing  to  donate  his  or  her 
organs  in  anticipation  of  death?  What  will  keep  the  price 
from  escalating  if  an  insufficient  number  of  organs  are 
procured?  If  experience  in  other  commodities  is  any 
guide,  a black  market  of  covert  payments  exceeding  the 
going  rate  is  certain  to  arise.” 


NURSING  HOMES  MAY  OVERUSE 
PHYSICAL  RESTRAINTS 


Chicago — Specialized  nursing  home  units  designed  to 
treat  patients  with  dementia  do  not  rely  on  physical 
restraints  as  much  as  traditional  nursing  home  units, 
according  to  a study  published  in  this  Wednesday’s 
Journal  of  the  American  Medical  Association.  Only  18.1 
percent  of  dementia-diagnosed  patients  in  the  specialized 
units  were  physically  restrained,  compared  with  51.6 
percent  of  dementia  patients  in  traditional  units,  writes 
Philip  D.  Sloane,  MD,  MPH,  of  the  Department  of 
Family  Medicine,  University  of  North  Carolina,  with 
colleagues.  They  studied  a total  of  625  patients  in  31 
specialized  units  and  32  traditional  units  in  five  states. 
Pharmacological  restraints  were  given  to  45.3  percent  of 
dementia  unit  patients  and  43.4  percent  of  comparison 
unit  patients.  “The  ability  of  dementia  units  to  manage 
patients  with  the  use  of  fewer  physical  restraints,  yet  no 
increase  in  phamacological  restraint  use,  suggests  that 
physical  restraints  may  be  used  more  often  than  neces- 
sary in  traditional  nursing  home  care,”  they  write. 


AT-WORK  HYPERTENSION  PROGRAMS 
SAVE  COMPANIES  MONEY 

Chicago — Worksite  blood  pressure  control  programs 
can  save  money  in  the  long  run,  according  to  a study 


published  in  this  Wednesday’s  Journal  of  the  American 
Medical  Association.  “After  adjusting  to  a standard  1982 
dollar,  the  data  showed  from  $1.89  to  S2.72  in  reduced 
health  care  claims  per  dollar  spent  operating  the 
hypertension  control  program,”  writes  Andrea  Foote,  PhD, 
and  John  C.  Erfurt,  both  from  the  Institute  of  Labor  and 
Industrial  Relations,  University  of  Michigan,  Ann 
Arbor.  They  studied  the  number  of  health  care  claims  of 
hypertensive  employees  at  three  experimental  sites  and 
one  control  site.  Intervention  varied  by  experimental  site, 
but  included  physician  referral  and  counseling.  The 
project  ran  from  1978  to  1981;  benefit  claims  data  from 
1981  to  1985  were  examined.  “The  number  of  subsequent 
health  care  claims  for  hypertensive  employees  at  the 
experimental  sites  was  lower  than  claims  for  normoten- 
sive  employees,”  they  write.  “Reductions  in  health 
benefit  claims  can  more  than  pay  the  cost  of  operating  the 
program.  However,  these  reductions  will  not  appear  until 
several  years  after  the  program  is  terminated  and,  if  the 
program  is  terminated,  the  improvements  will  likely 
disappear.” 


HOW  WOMEN  CLIMB  UP  THE  RANKS 
OF  MEDICINE 


Chicago — As  a student  at  Boston  University  School  of 
Medicine  in  the  1960s,  Marcia  Angelí,  MD,  learned  that 
one  of  her  professors,  the  author  of  a leading  pathology 
textbook,  routinely  hired  students  to  help  him  update  his 
book  for  revised  editons.  “I  seized  the  moment,”  she 
recalls.  “I  went  to  see  him  and  told  him  I wanted  to  be 
that  student.” 

A relationship  was  established,  and  later,  as  an  intern. 
Dr.  Angelí  co-authored  a paper  on  kidney  infection  with 
the  professor,  Stanley  Robbins,  MD,  and  Arnold  S. 
Reiman,  MD,  then  head  of  nephrology.  The  paper  was 
published  in  the  New  England  Journal  of  Medicine.  A 
decade  later,  when  Dr.  Reiman  became  editor-in-chief  of 
that  journal,  he  remembered  Dr.  Angell’s  writing  and 
editing  skills  and  offered  her  a job. 

Talent,  ambition,  persistence  and  guidance  from 
mentors  all  helped  propel  Dr.  Angelí,  now  executive 
editor  of  the  New  England  Journal,  into  a leadership  role. 
She  is  one  of  a growing  cadre  of  women  physicians  who 
are  assuming  positions  of  responsibility  and  prestige  in 
medicine. 

Like  their  male  counterparts,  women  leaders  possess 
superior  skills,  strong  personal  drive,  well-defined  goals 
and  the  desire  to  influence.  Many  of  them  have  pursued 
their  goals  despite  discouragement  — Dr.  Angell’s 
medical-school  classmates  worried  that  women  students 
would  hurt  the  school’s  prestige. 

In  addition,  women  have  struggled  to  balance  their 
professional  ambitions  with  the  conflicting  demands  of 
family  life,  for  which  women  still  hold  primary  responsi- 
bility. 

As  their  ranks  grow  and  their  presence  in  medicine’s 
upper  echelon  becomes  firmly  established,  these  physi- 
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cian  leaders  can  be  candid  about  how  they  achieved 
leadership  status,  and  the  lessons  they  learned  along  the 
way. 

Planning  and  diligence  are  necessary  but  access  to 
mentors  is  also  critical,  some  women  say.  “Mentors  are 
probably  the  No.  1 thing,”  says  Elissa  P.  Benedek,  MD, 
president  of  the  American  Psychiatric  Association.  She  is 
the  second  woman  to  hold  that  post. 

Women  physician-leaders  are  pioneers,  but,  says 
Claire  V.  Wolfe,  MD,  chairman  of  the  AMA’s  Women 
in  Medicine  Advisory  Committee  and  an  Ohio  delegate 
to  the  AMA’s  House  of  Delegates,  the  day  is  coming 
when  “it  won’t  be  such  a novelty  and  people  won’t  be 
discussing  it  very  much.”  She  hopes  that  the  AMA 
committee  she  heads  will  become  defunct.  “The  purpose 
of  our  committee  is  to  be  non-existent  in  a few  years,”  she 
says.  “When  we  have  as  many  women  joining  organized 
medicine  and  participating  in  leadership  levels  as  do  men, 
then  our  job  is  done.” 


ARTICULOS  APROBADOS  PARA  PUBLICARSE 
EN  LAS  PROXIMAS  EDICIONES  DEL  BOLETIN 
MEDICO  DE  LA  ASOCIACION  MEDICA  DE 
PUERTO  RICO 
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MEMORIAS 

1902-1989 

¡Ya  están  disponibles  las  memorias  de  la  AMPR!  Si  quieres 
conocer  el  desarrollo  histórico  de  tu  Asociación,  solicítalas 
en  las  oficinas  de  la  Asociación  enviando  la  solicitud  que 
aparece  en  esta  edición. 

En  las  páginas  de  estas  MEMORIAS  se  ha  querido  brindar 
un  resumen  de  actividades,  luchas  y propósitos  de  la  AMPR 
lo  cual  constituye  su  historia  como  baluarte  en  la  defensa 
de  un  mejor  servicio  de  salud  para  Puerto  Rico. 

La  realización  de  un  libro  como  éste  conlleva  una  inversión 
considerable,  por  tal  motivo  se  agradecerá  nos  ayude  con 
un  donativo  de  $10.00  para  de  esta  forma  costear  los  gastos 
de  Impresión  de  números  adicionales.  ¡Gracias! 

Para  mayor  información  comuniqúese  con  Iris  o Griselle  al 
721-6969  o escriba  al  apartado  9387,  Santurce,  Puerto  Rico 
00908 
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Adjunto  donativo  de  $10.00 
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INSTRUCCIONES  PARA  LOS  AUTORES* 

El  Boletín  acepta  para  su  publicación  artículos  relativos  a medicina  y cirugía  y 
las  ciencias  afines.  Igualmente  acepta  artículos  especiales  y correspondencia  que 
pudiera  ser  de  interés  general  para  la  profesión  médica. 

Se  urge  a los  autores  se  esfuercen  en  perseguir  claridad,  brevedad,  e ir  a lo 
pertinente  en  sus  manuscritos  no  importa  el  tema  o formato  del  manuscrito. 

El  articulo,  si  se  aceptara,  será  con  la  condición  de  que  se  publicará  únicamente 
en  esta  revista. 

Para  facilitar  la  labor  de  revisión  de  la  Junta  Editora  y la  del  impresor,  se 
requiere  de  los  autores  que  sigan  las  siguientes  instrucciones: 

Manuscrito 

El  manuscrito  completo,  incluyendo  las  leyendas  y referencias  deberán  estar 
escritos  en  maquinilla  a doble  espacio;  por  un  solo  lado  de  cada  página,  en 
TRIPLICADO  y con  amplio  margen.  En  página  separada  deberá  incluirse  lo 
siguiente:  título,  nombre  del  autor(es)  y su  grado  (ej:  MD,  FACP),  ciudad  donde 
se  hizo  el  trabajo,  el  hospital  o institución  académica,  patrocinadores  del  estudio, 
y si  un  artículo  ha  sido  leído  en  alguna  reunión  o congreso,  asi  debe  hacerse 
constar  como  una  nota  al  calce. 

El  manuscrito  debe  comenzar  con  una  breve  introducción  en  la  cual  se 
especifique  el  propósito  del  mismo.  Las  secciones  principales  (como  por  ejemplo: 
materiales  y métodos)  deben  identificarse  con  un  encabezamiento  en  letras 
mayúsculas. 

Artículos  referentes  a resultados  de  estudios  clínicos  o investigaciones  de 
laboratorio  deben  organizarse  bajo  los  siguientes  encabezamientos:  Introducción, 
Materiales  y Métodos,  Resultados,  Discusión,  Resumen  (en  español  e inglés). 
Reconocimiento  y Referencias. 

Artículos  referentes  a estudios  de  casos  aislados  deben  organizarse  en  la 
siguiente  forma:  Introducción,  Materiales  y Métodos  si  es  aplicable. 
Observaciones  del  Caso,  Discusión,  Resumen  (en  español  e inglés). 
Reconocimientos  y Referencias. 

Nomenclatura 

Deben  usarse  los  nombres  genéricos  de  los  medicamentos.  Podrán  usarse 
también  los  nombres  comerciales,  entre  paréntesis,  si  asi  se  desea.  Se  usará  con 
preferencia  el  sistema  métrico  de  pesos  y medidas. 

Tablas 

Las  tablas  deben  aparecer  en  hojas  separadas.  Estas  deben  incluir  el  título,  y el 
número  de  la  tabla  debe  estar  en  romano.  Los  símbolos  de  unidades  deben 
limitarse  al  encabezamiento  de  las  columnas.  Se  deben  omitir  lineas  verticales  en 
la  tabla.  Se  usará  en  las  tablas  el  mismo  idioma  en  el  cual  está  escrito  el  articulo. 
Deben  limitarse  las  tablas  a soloaquellas  quecontribuyan  al  mejor  entendimiento 
del  manuscrito. 

Ilustraciones 

Las  fotografías  y microfotografias  se  someterán  como  copias  en  papel  de  lustre, 
sin  montar  o en  transparencias.  En  el  reverso  de  la  figura  debe  aparecer  el  número 
de  la  figura  (arábigo)  y el  autor.  Debe  indicarse  la  parle  superiorde  la  ilustración. 

Resumen 

Un  abstracto  no  mayor  de  ISO  palabras  debe  acompañar  los  manuscritos.  Debe 
incluir  los  puntos  principales  que  ilustren  la  substancia  del  artículo  y la  exposición 
del  problema,  métodos,  resultados  y conclusiones. 

Referencias 

Las  referencias  deben  ser  numeradas  sucesivamente  de  acuerdo  a su  aparición 
en  el  texto.  Los  números  deben  aparecer  en  paréntesis  aJ  nivel  de  la  linea  u oración. 
Al  final  de  cada  artículo  las  referencias  deben  aparecer  en  el  orden  numérico  en 
que  se  citan  en  el  texto.  Deben  utilizarse  solamente  las  abreviaturas  para  títulos  de 
revistas  científicas  según  indicadas  en  el  “Cumulative  Index  Medicus”que  publica 
la  Asociación  Médica  Americana.  Las  referencias  deben  seguir  el  patrón  que  se 
describe  a continuación. 

1.  Para  artículos  de  revistas:  Apellido(s)  e iniciales  del  nombre  del  autor(es), 
titulo  del  articulo,  nombre  de  la  revista,  año,  volumen,  páginas.  Por  ejemplo: 

Villavicencio  R.  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 
P Rico  1981;  73:  479-87 

Si  hay  más  de  7 autores,  incluir  los  primeros  3 y añadir  et  al. 

2.  Para  citación  de  libros  donde  el  autor(es)  del  capitulo  citado  es  a su  vez  el 
(los)  editotfes):  Apellido(s)  e iniciales  del  autoifes),  título  del  libro,  número 
de  edición,  ciudad,  casa  editora,  año  y página.  Por  ejemplo: 

Keith  JD,  Rowe  RD,  Vlad  P.  Heart  disease  in  infancy  and  childhood, 
3d.  Ed.,  New  York,  MacMillan,  1978:  789 

3.  Para  citación  de  libros  donde  el  editorf  es)  no  es  el  autor(e$)  del  capitulo  citado 
se  añade  el  autorfes)  del  capitulo  y el  titulo  del  mismo.  Por  ejemplo: 

Olley  PM,  Cardiac  arrythmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P Eds. 
Heart  disease  in  infancy  and  childhood,  3d  Ed.,  New  York,  MacMillan, 
1978:  275-301 

Cartas  al  Editor 

Se  publicarán  a discreción  de  la  Junta  Editora.  Deben  estar  escritas  en  maqui- 
nilla a doble  espacio,  no  deben  ser  mayores  de  SOO  palabras,  ni  incluir  más  de  cinco 
referencias. 

•Estas  “Instrucciones  para  los  Autores”  son  de  acuerdo  a las  normas 
establecidas  por  el  Comité  Internacional  de  Editores  de  Revistas  Médicas  en  sus 
“Requisitos  Uniformes  para  Manuscritos  Sometidos  a Revistas  Bio-Médicas”. 


INSTRUCTIONS  TO  AUTHORS* 

The  Bulletin  will  accept  for  publication  contributions  relating  to  the  various 
areas  of  medicine,  surgery  and  allied  medical  sciences.  Special  articles  and 
correspondence  on  subjects  of  general  interest  to  physicians  will  also  be  accepted. 
All  material  is  accepted  with  the  understanding  that  it  is  to  be  published  solely  in 
this  journal. 

All  authors  are  urged  to  seek  clarity,  brevity,  and  pertinence  in  the  manuscripts 
regardless  of  subject  or  format. 

In  order  to  facilitate  review  of  the  article  by  the  Editorial  Board  and  the  work  of 
the  printer,  the  authors  must  conform  with  the  following  instructions: 

Manuscripts 

The  entire  manuscript,  including  legends  and  references  should  be  typewritten 
double  spaced  in  TRIPLICATE  with  ample  margins.  A separate  title  page  should 
include  the  following:  title,  authors  and  their  degrees  (e.g.  M D,  FACP),  city  where 
the  work  was  done,  hospital  or  academic  institutions,  acknowledgement  of 
financial  sponsors,  and  if  the  paper  has  been  presented  at  a meeting  the  place  and 
date  should  be  given. 

The  manuscripts  should  start  with  a brief  introductory  paragraph  or 
paragraphs  which  should  state  its  purpose.  The  main  sections  (for  example. 
Materials  and  Methods)  should  be  identified  by  headings  in  capital  letters. 

Articles  reporting  the  results  of  clinical  studies  or  laboratory  investigation 
should  be  organized  under  the  following  headings:  Introduction,  Material  and 
Methods,  Results  if  indicated.  Discussion,  Summary  in  English  and  Spanish, 
Acknowledgments  if  any,  and  References. 

Nomenclature 

Generic  names  of  drugs  should  be  used;  trade  names  may  also  be  given  in 
parenthesis,  if  desired.  Metric  units  of  measurement  should  be  used 
preferentially). 

Tables 

These  should  be  typed  on  separate  sheets  with  the  title  and  table  number 
(Roman)  centered.  Symbol  for  units  should  be  confined  to  the  column  headings. 
Vertical  lines  should  be  omitted.  The  language  used  in  the  tablesmust  be  the  same 
as  that  of  the  article.  Include  only  those  tables  which  will  enhance  the 
understanding  of  the  article.  They  should  supplement,  not  duplicate  the  text. 

Figures 

Photographs  and  photomicrographs  should  be  submitted  as  glossy  prints, 
(unmounted)  or  slides.  They  should  be  labeled  in  the  back  with  the  name  of  the 
authors  and  figure  number  (Arabic)  and  the  top  should  be  indicated.  Legends  to 
the  figures  should  be  typed  on  a separate  sheet. 

Summary 

An  abstract  not  longer  than  150  words  should  accompany  all  articles.  It  must 
include  the  main  points  that  present  the  core  of  the  article  and  the  exposition  of  the 
problem,  method,  results,  and  conclusions. 

References 

These  should  be  numbered  serially  as  they  appear  in  the  text.  The  number 
should  be  enclosed  in  parenthesis  on  the  line  or  writing  and  not  as  superscript 
numbers.  At  the  end  of  the  article  references  should  be  listed  in  the  numerical 
order  in  which  they  are  first  cited  in  the  text.  The  titles  of  journals  should  be 
abbreviated  according  to  the  style  used  in  the  “Cumulative  Index  Medicus” 
published  by  the  American  Medical  Association.  The  correct  forms  of  references 
are  as  given  below: 

1.  For  periodicals:  Surname  and  initials  of  author(s),  title  of  article,  name 
of  journal,  year,  volume,  pages.  For  example: 

Villavicencio  R,  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 
P R 1981;  73:  479-87 

If  there  are  more  than  7 authors  list  only  3 and  add  et  al. 

2.  For  books  when  the  authors  of  the  cited  chapter  is  at  the  same  time  the  editor 
Surname  and  initials  of  author(s),  title,  edition,  city,  publishing  house,  year 
and  page.  For  example: 

Keith  JD,  Rowe  RD,  Vlad  P,  Heart  disease  in  infancy  and  childhood, 
3d  Ed.,  New  York,  MacMillan,  1978:  789 

3.  For  chapter  in  book  when  the  author  of  the  chapter  is  not  one  of  the  editors: 

Olley  PM,  Cardiac  arrythmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P.  Eds. 
Heart  disease  in  infancy  and  childhood,  3d  Ed.  New  York,  MacMillan, 
1978,  275-301 

Letters  to  the  Editor 

Will  be  published  at  the  discretion  of  the  Editorial  Board.  They  should  be 
typewritten  double-spaced,  should  not  exceed  500  words  nor  more  than  five 
references. 

•The  above  “Instructions  to  Authors"  are  according  to  the  format  required  by 
the  International  Committee  of  Medical  Journal  Editors  in  its  “Uniform 
Requirements  for  Manuscripts  Submitted  to  Biomedical  Journals”. 
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VASOTEC 


(ENALAPRIL  MALEATEI MSD) 


VASOTEC  is  available  in  2.5-mg,  5-mg,  lO-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maieale,  MSD)  is  conlraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings;  Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases,  VASOTEC  should  be  promptly  discontinued  and 
appropriate  therapy  and  monitoring  should  be  provided  until  complete  and  sustained  resolution  of  signs  and  symptoms 
has  occurred.  In  instances  where  swelling  has  been  confined  to  the  face  and  lips,  the  condition  has  generally  resolved 
without  treatment,  although  antihistamines  have  been  useful  in  relieving  symptoms  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  Where  there  is  involvement  of  the  tongue,  glottis,  or  larynx  likely  to  cause  airway 
obstruction,  appropriate  therapy,  e.g.,  subcutaneous  epinephrine  solution  1:1000  (0.3  ml  to  0.5  ml)  and/or 
measures  necessary  to  ensure  a patent  airway,  should  be  promptly  provided.  (See  ADVERSE  REACTIONS  ] 
Hypotension-  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Patients 
with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  of  therapy  for  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions  are 
followed,  caution  should  be  observed  when  initiating  therapy.  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at  risk  (or 
excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal  failure 
and/or  death,  include  those  with  the  following  conditions  or  characteristics:  heart  failure,  hyponatremia,  high-dosediuretic 
therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or  salt  depletion  of  any 
etiology.  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients  with  heart  failure),  reduce  the  diuretic  dose,  or 
increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  for  excessive  hypotension  who  are 
able  to  tolerate  such  adjustments  (See  PRECAUTIONS.  Drug  Interactions  and  ADVERSE  REACTIONS ) In  patients  at  risk  for 
excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision  and  such  patients  should  be 
followed  closely  for  the  first  two  weeks  of  treatment  and  whenever  the  dose  of  enalapril  and/or  diuretic  is  increased  Similar 
considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular  disease  in  whom  an  excessive  fall  in 
blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 

If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  position  and,  if  necessary,  receive  an 
intravenous  infusion  of  normal  saline.  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  of 
VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized.  If  symptomatic  hypoten- 
sion develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Neutropenia/Agranulocytosis:  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially  if 
they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded.  Periodic  monitoring  of  white 
blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered. 

Fetal/Neonatal  Morbidity  and  Mortality  ACE  inhibitors,  including  VASOTEC,  can  cause  fetal  and  neonatal  morbidity  and 
mortality  when  administered  to  pregnant  women 

Enalapril  crosses  the  human  placenta  When  ACE  inhibitors  have  been  used  during  the  second  and  third  trimesters  of 
pregnancy,  there  have  been  reports  of  hypotension,  renal  failure,  skull  hypoplasia,  and/or  death  in  the  newborn 
Oligohydramnios  has  also  been  reported,  presumably  representing  decreased  renal  function  in  the  fetus,  limb  contrac- 
tures, craniofacial  deformities,  hypoplastic  lung  development  and  intrauterine  growth  retardation  have  been  reported  in 
association  with  oligohydramnios  Patients  who  do  require  ACE  inhibitors  during  the  second  and  third  trimesters  of 
pregnancy  should  be  apprised  of  the  potential  hazards  to  the  fetus,  and  frequent  ultrasound  examinations  should  be 
performed  to  look  for  oligohydramnios.  If  oligohydramnios  is  observed.  VASOTEC  should  be  discontinued  unless  it  is 
considered  life-saving  tor  the  mother 

Other  potential  risks  to  the  fetus/neonate  exposed  to  ACE  inhibitors  include-  intrauterine  growth  retardation,  prematurity, 
patent  ductus  arteriosus,  fetal  death  has  also  been  reported  It  is  not  clear,  however,  whether  these  reported  events  are 
related  to  ACE  inhibition  or  the  underlying  maternal  disease  It  is  not  known  whether  exposure  limited  to  the  first  trimester 
can  adversely  affect  fetal  outcome 

Infants  exposed  in  útero  to  ACE  inhibitors  should  be  closely  observed  for  hypotension,  oliguria,  and  hyperkalemia  If 
oliguria  occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and  renal  perfusion 
Enalapril  has  been  removed  from  the  neonatal  circulation  by  peritoneal  dialysis  and  theoretically  may  be  removed  by 
exchange  transfusion,  although  there  is  no  experience  with  the  latter  procedure 

There  was  no  fetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril  (333  times  the  maximum 
human  dose).  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats  given  1200  mg/kg/day  of 
enalapril,  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was  not  teratogenic  m rabbits 
However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of  1 mg/kg/day  or  more  Saline  supplementation 
prevented  the  maternal  and  fetal  toxicity  seen  at  doses  of  3 and  10  mg/kg/day  but  not  at  30  mg/kg/day  (50  times  the 
maximum  human  dose) 

If  VASOTEC  IS  used  during  pregnancy  or  if  the  patient  becomes  pregnant  while  taking  VASOTEC,  the  patient  should  be 
apprised  of  the  potential  hazards  to  the  fetus 

Precautions:  General:  Impaired  Renal  Function  As  a consequence  of  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  m renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure  whose 
renal  function  may  depend  on  the  activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE  inhibitors, 
including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal  failure  and/or 
death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea  nitrogen 
and  serum  creatinine  were  observed  in  20%  of  patients  These  increases  were  almost  always  reversible  upon  discontinua- 
tion of  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  first  few  weeks  of 
therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduction 
and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal  function. 

(See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  of  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  of  patients,  but  was  not  a cause  for  discontinuation 

Risk  factors  for  the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use  of 
potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should  be 
used  cautiously,  if  at  all.  with  VASOTEC  (See  Drug  Interactions) 

Cough  Cough  has  been  reported  with  the  use  of  ACE  inhibitors  Characteristically,  the  cough  is  nonproductive,  persistent 
and  resolves  after  discontinuation  of  therapy  ACE  inhibitor -induced  cough  should  be  considered  as  part  of  the  differential 
diagnosis  of  cough 

Surgery/Anesthesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 

Information  for  Patients  Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  first 
dose  of  enalapril.  Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting 
angioedema  (swelling  of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug 
until  they  have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  first  lew  days  of  therapy  If 


actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  ol  reduction  in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may  also 
lead  to  a fall  in  blood  pressure;  patients  should  be  advised  to  consult  with  the  physician. 

Hyperkalemia.  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their  physician, 
Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g,.  sore  throat,  fever)  which  may  be  a 
sign  of  neutropenia 

NOTE-  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  the  safe  and  effective  use  of  this  medication,  It  is  not  a disclosure  of  all  possible  adverse  or  intended  effects. 
Drug  Interactions.  Hypotension  Patients  on  Diuretic  Therapy:  Patients  on  diuretics  and  especially  those  in  whom  diuretic 
therapy  was  recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of 
therapy  with  enalapril.  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enalapril  If  it  is  necessary  to  continue  the  diuretic, 
provide  close  medical  supervision  after  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at 
least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  VASOTEC*  (Enalapril  Maleate,  MSD)  is  augmented  by 
antihypertensive  agents  that  cause  renin  release  (e  g.,  diuretics). 

Other  Cardiovascular  Agents.  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyldopa. 
nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant  adverse 
interactions 

Agents  Increasing  Serum  Potassium.  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potassium- 
sparing diuretics  (e  g , spironolactone,  triamterene,  or  amlloride).  potassium  supplements,  or  potassium-containing  salt 
substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  if  concomitant  use  of  these  agents  Is 
indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitoring  of  serum 
potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving  VASOTEC 
Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elimination 
ol  sodium,  including  ACE  inhibitors,  A few  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant 
VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  of  both  drugs  It  is  recommended  that  serum  lithium  levels 
be  monitored  frequently  if  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy  Pregnancy  Category  D.  See^ARHlt^GS.  Fetal/Neonatal  Morbidity  and  Mortality 
Nursing  Mothers  Enalapril  and  enalaprilat  are  defected  in  human  milk  in  trace  amounts  Caution  should  be  exercised 
when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use-  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions;  VASOTEC  has  been  evaluated  for  safety  in  more  than  10.000  patients,  including  over  1000  patients 
treated  for  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials  involving 
2987  patients. 

HYPERTENSION.  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were:  headache  (5  2%),  dizziness 
(4  3%),  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials  were 
diarrhea  (1 4%),  nausea  (1 4%),  rash  (1 4%),  cough  (1,3%),  orthostatic  effects  (1.2%),  and  asthenia  (1 1%), 

HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizziness 
(79%).  hypotension  (67%),  orthostatic  effects  (2,2%),  syncope  (2  2%),  cough  (2.2%),  chest  pain  (2.1%),  and  diarrhea 
(21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were,  fatigue  (18%),  headache  (1.8%),  abdominal  pain  (1.6%),  asthenia  (16%),  orthostatic 
hypotension  (16%),  vertigo  (1.6%),  angina  pectoris  (1.5%).  nausea  (13%).  vomiting  (13%),  bronchitis  (13%).  dyspnea 
(1 3%).  urinary  tract  infection  (1 3%),  rash  (1 3%),  and  myocardial  infarction  (1,2%). 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0.5%  to  1%  of  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  of  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest;  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension),  pulmonary  embolism  and  infarction,  pulmonary  edema; 
rhythm  disturbances  including  alnal  tachycardia  and  bradycardia,  atrial  fibrillation;  palpitation 
Digestive:  Ileus,  pancreatitis,  hepatitis  (hepatocellular  [proven  on  rechallenge]  or  cholestatic  jaundice),  melena,  anorexia, 
dyspepsia,  constipation,  glossitis,  stomatitis,  dry  mouth. 

Musculoskeletal  Muscle  cramps 

Nervous/Psychiatric  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Respiratory  Bronchospasm,  rhinorrhea.  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection. 

Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis.  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multiforme, 
urticaria,  pruritus,  alopecia,  flushing,  diaphoresis. 

Special Senses.  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  impotence 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthralgia/arthritis,  myalgia,  fever,  serositis.  vasculitis,  leukocytosis,  eosmophilia.  photosensitivity,  rash,  and  other  derma- 
tologic manifestations 

Angioedema.  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%).  Angioedema  associated  with 
laryngeal  edema  may  be  fatal.  If  angioedema  of  the  face,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treatment 
with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS.) 

Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  09%  and  syncope  occurred  in  05%  of  patients 
following  the  initial  dose  or  during  extended  therapy.  Hypotension  or  syncope  was  a cause  lor  discontinuation  of  therapy  in 
01%  of  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6.7%  and  syncope  occurred  in  2 2%  of 
patients  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy  in  1,9%  of  patients  with  heart  failure  (See 
WARNINGS) 

Fetal/Neonalat  Morbidity  and  Mortality  In  infants  exposed  in  útero  to  ACE  inhibitors  the  following  adverse  experiences 
have  been  reported  Fetal  and  neonatal  death,  renal  failure,  hypoplastic  lung  development,  hypotension,  hyperkalemia, 
skull  hypoplasia,  limb  contractures,  craniofacial  deformities,  intrauterine  growth  retardation,  prematurity  and  patent 
ductus  arteriosus  (See^A^Hlt^OS.Fetal/NeonalalMorbidilyandMorlality.) 

Clinical  Laboratory  Test  Findings  Serum  Electrolytes:  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 
Creatinine.  Blood  Urea  Nitrogen-  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creatinine, 
reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0.2%  of  patients  with  essential  hypertension  treated 
with  VASOTEC  alone.  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients  with  renal 
artery  stenosis  (See  PRECAUTIONS)  In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or  without 
digitalis,  increases  m blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  of  VASOTEC  and/or 
other  concomitant  diuretic  therapy,  were  observed  in  about  11%  of  patients.  Increases  in  blood  urea  nitrogen  or  creatinine 
were  a cause  for  discontinuation  in  1 2%  of  patients 

Hemoglobin  and  Hematocrit-  Small  decreases  m hemoglobin  and  hematocrit  (mean  decreases  of  approximately  0 3 g% 
and  1 0 vol%,  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than  0.1%  of  patients 
discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown}-  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocy- 
topenia, and  bone  marrow  depression  have  been  reported  A fewcases  of  hemolysis  have  been  reported 
in  patients  with  G6PD  deficiency 

Liver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
For  more  detailed  information,  consult  your  MSD  Representative  or  see  Prescribing  Information.  Merck 
Sharp  & Dohme.  Division  of  Merck  & Co . Inc  . WestPoinl.PA  19486  J9VS61R2(824) 
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En  esta  edición  se  incluyen  diversos  artículos  de  inte- 
rés para  la  clase  médica  del  país. 

Bejamín  Bolaños,  Ph.D.,  del  Departamento  de 
Microbiología  del  Recinto  de  Ciencias  Médicas  de  la 
Universidad  de  P.R.,  nos  brinda  un  excelente  trabajo 
sobre  las  infecciones  micóticas  en  los  piés  de  nuestros 
estudiantes  que  acuden  a las  piscinas. 

Nuestra  sección  de  Estudios  Clínicos  recoge  dos  exce- 
lentes trabajos  realizados  en  forma  independiente,  en 
varios  centros  del  país,  sobre  los  niveles  de  alanínamino- 
transferasa  (ALT-SGPT)  en  donantes  voluntarios.  El 
Dr.  A.  Fernández  Carbia  por  un  lado,  y los  doctores 
R.M.  de  Andino,  J.G.  Conde,  I.  Iriarte  y A.  Fernández 
Carbia,  en  un  segundo  artículo,  nos  muestran  su  expe- 
riencia con  el  tema. 

Un  tercer  estudio  clínico,  realizado  por  el  Dr.  J.M.  Flynn 
del  Departamento  de  Ortopedia  del  Recinto  de  Ciencias 
Médicas  de  la  Universidad  de  Puerto  Rico,  nos  muestra  la 
utilidad  de  las  transfusiones  autólogas  en  procedimientos 
ortopédicos  de  columnas  en  niños  operados  en  el  país. 

El  Dr.  J.  Iturregui  nos  trae  una  sinopsis  del  cáncer  de 
próstata  y su  evaluación  diagnóstica,  que  puede  ser  de 
utilidad  para  el  clínico  en  general. 

El  Dr.  Manuel  Canabal  nos  brinda  un  resumen  pano- 
rámico del  cólera  en  pediatría  que  nos  refrescará  el  tema 
en  momentos  tan  importantes  como  este  cuando  países 
hermanos  se  ven  azotados  por  la  plaga.  Invitamos  nueva- 
mente a nuestros  lectores  que  sometan  sus  ideas  y colabo- 
raciones al  Dr.  Canabal  para  que  participen  con  él  en 
esta  sección. 

Queremos  recordarles  que  en  la  sección  de  Cartas  al 
Editor  pueden  publicarse  comunicaciones  científicas 
cortas,  a la  vez  que  informaciones  pertinentes  sobre  acti- 
vidades o cursos  científicos  o educativos. 

De  la  misma  forma  queremos  invitar  a todos  los  direc- 
tores de  programas  de  entrenamiento  en  el  país  para  que 
empleen  este  medio  como  el  foro  científico  de  sus  expe- 
riencias clínicas  e investigativas.  Con  su  colaboración  el 
Boletín  crecerá  al  gusto  de  todos  y nos  permitirá  un 
mayor  intercambio  de  opiniones  y posiciones  clínico- 
médicas. 

Las  secciones  de  resúmenes  de  la  Asociación  Médica 
Americana  y la  Academia  Americana  de  Pediatría  nos 
traen  información  muy  útil  de  última  hora,  al  igual  que 
nuestras  cápsulas  médicas  con  sus  referencias. 
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¿J^uestra  Portada 

“Isla-Flor”.  Serigrafia  original  de  la  artista  Lizette  Lugo  que  nos  llega 
para  esta  edición  por  cortesía  de  la  Sra.  Ada  Colón  y el  Dr.  Filiberto 
Colón  Rodríguez.  La  autora,  nacida  en  San  Juan,  Puerto  Rico  en  el  año 
I956,  completa  su  bachillerato  en  Artes  Plásticas  de  la  Universidad  del 
Sagrado  Corazón  en  1979.  Ese  mismo  año  presenta  la  primera  de 
cinco  (5)  exhibiciones  individuales.  Ha  participado  además  en  nume- 
rosas exhibiciones  colectivas  en  Puerto  Rico,  Nueva  Y ork,  Washington, 
Barcelona  y Santo  Domingo,  obtiene  tercer  y primer  premios  en  cate- 
goría de  grabado  en  I983  y 1987  respectivamente.  Su  obra,  que  abarca 
los  medios  de  la  serigrafia,  el  dibujo  y la  pintura,  toma  dos  vertientes 
temáticas  que  a menudo  se  entrelaza.  Una  presenta  un  lenguaje  plástico 
poético  e íntimo  lleno  de  sugerencias  del  mundo  subjetivo  de  la  artista. 
La  otra  se  nutre  del  paisaje  isleño  y las  costumbres  y tradiciones  de  su 
pueblo  puertorriqueño.  Es  esta  vertiente  plena  de  amor  patrio  que  surge 
la  obra  “Isla-Flor”  realizada  expresamente  para  la  Fundación 
Médica... 

Si  desea  adquirir  alguna  Serigrafia,  favor  de  comunicarse  con  la 
Sra.  Myrna  M.  Colón,  Secretaria  de  la  Fundación  Médica,  al  teléfono 
72I-6969.  El  costo  es  de  $60.00  (sin  enmarcar). 


Adolfo  Pérez-Comas,  MD,  PhD 


180 


La  Asociación  Médica  de  Puerto  Rico 
está  auspiciando  la  venta  de  una 
bella  serigrafía  del  artista  puerto- 
rriqueño Juan  Cuevas.  Esta  serigra- 
fía, titulada  “La  Rogativa”,  es  una 
representación  de  la  magnífica 
escultura  del  mismo  nombre  localizada  junto  a 
la  Puerta  de  San  Juan,  en  El  Viejo  San  Juan. 

La  tirada  limitada  de  esta  serigrafía  consta 
de  200  ejemplares,  cada  uno  numerado  y 
firmado  por  el  artista.  El  precio  de  venta  es 
doscientos  dólares  ($200)  por  número,  sin 
enmarcar.  La  venta  exclusiva  de  esta  pieza  está 
a cargo  del  señor  Angel  Oliveras. 

Como  un  servicio  adicional  puede  ordenar 
su  serigrafía  por  teléfono,  llamando  a la  señora 
Vivian  Bernabé  en  la  A.M.P.R.  al  721-6969.  Al 
ordenar  por  teléfono  puede  cargar  su  compra  a 
su  tarjeta  de  crédito  VISA  o MASTER  CARD.  O,  si 
lo  prefiere,  puede  ordenar  utilizando  el  cupón 
que  aparece  abajo. 

Juan  Cuevas,  natural  de  Adjuntas,  reside  en 
el  Area  Metropolitana.  Es  graduado  del 
programa  de  Arte  de  la  Universidad  de  Puerto 
Rico,  y ha  estudiado  con  Lorenzo  Homar,  Rafael 
Tufiño,  Carlos  Raquel  Rivera  y otros  afamados 
artistas. 

Su  obra  ha  sido  expuesta  en  diversas 
ocasiones  en  Puerto  Rico,  en  el  Colegio  de 
Abogados,  en  el  Centro  de  Bellas  Artes  y en  la 
Casa  del  Rey  en  Dorado  y en  los  Estados  Unidos 
donde  en  la  actualidad  expone  en  la  galería 
Venable  and  Neslage  en  Washinton,  D.C. 
Además,  cuenta  con  la  distinción  de  estar 
inscrito  en  el  prestigioso  Instituto  Nacional  del 
Arte  en  Washington,  D.C.  Aunque  su  preferencia 
es  por  el  óleo  y la  acuarela,  se  distingue  por  su 
dominio  de  la  serigrafía.  Expone,  principalmen- 
te, como  paisajista. 

Esta  pieza  para  coleccionistas  ha  sido 
escogida  por  su  gran  belleza  y por  la  magnífica 
inversión  que  representa,  tomando  en 
consideración  el  auge  del  artista  y las 
expectativas  de  aumento  en  el  valor  de  sus 
obras. 


ASOCIACION  MEDICA  DE  PUERTO  RICO 

SERIGRAFIA  “LA  ROGATIVA"  DE  JUAN  CUEVAS 


SI,  deseo  adquirir  la  serigrafía  “La  Rogativa"  de  Juan  Cuevas,  auspiciada  por  la  Asociació 
Médica  de  Puerto  Rico. 

Deseo ejemplares  ($200  por  ejemplar,  sin  enmarcar) 

Total  ordenado $ 

( ) Incluyo  cheque  por  el  total  de  mi  orden.  Favor  de  entregar  a la  dirección  indicada  abaje 
(Haga  su  cheque  pagadero  a Asociación  Médica  de  Puerto  Rico). 

( ) Deseo  cargarla  a mi  tarjeta  de  crédito. 

( ) Pagaré  al  entregar  en  la  dirección  indicada  abajo. 


“La  Rogativa"  de  Juan  Cuevas  es  la  primera 
de  una  serie  de  preciosas  serigrafías  que  la 
Asociación  Médica  auspiciará  este  año. 
Recuerde  que  al  intervenir  en  la  compra  de  esta 
bella  serigrafía  estará  cooperando  con  su 
Asociación  Médica.  Para  información  adicional, 
tenga  la  amabilidad  de  llamar  a la  A.M.P.R.  al 
721-6969  durante  días  y horas  laborables. 


( ) Deseo  información  adicional.  Favor  de  enviar  al  vendedor. 


Nombre; 

Dirección: 


00 

Teléfono: - 

Tarjeta  de  Crédito;  ( ) VISA  ( ) MASTER  CARD 

NUMERO  DE  TARJETA: 

FECHA  DE  EXPIRACION:  

FIRMA  AUTORIZADA:  

Envíe  a:  Asociación  Médica  de  Puerto  Rico 

Apartado  9387,  Santurce,  Puerto  Rico  00908 
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Dermatophyte  Feet  Infection  Among 
Students  Enrolled  in  Swimming  Courses 
at  a University  Pooi 

Benjamin  Bolaños,  Ph.D 


Abstract:  The  aim  of  this  study  was  to  determine  the 

prevalence  of  dermatophyte  feet  infection  among  students 
enrolled  in  swimming  courses  at  a university  swimming 
pool.  Tinea  pedis  infection  was  determined  on  two  occa- 
sions. The  first  study  took  place  on  the  first  day  of  classes 
and  the  second  on  day  twelve  of  swimming  lessons.  Culture 
and  KOH  examination  of  the  interdigital  skin  scrapings  of 
the  left  foot  showed  superficial  foot  infection  with  dermato- 
phytes or  Candida  albicans  in  13.2%  of  the  students 
(11/83)  in  the  first  study,  and  in  22.2%  of  the  students 
(16/72)  in  the  second  study.  The  most  common  agent  of 
tinea  pedis  in  the  first  study  was  Trichophyton  rubrum 
(82%),  infections  by  T.  mentagrophytes  (9%)  and  Epider- 
mophyton  floccosum  (9%)  were  less  common.  At  that  time, 
no  dermatophyte  was  recovered  from  any  of  30  floor 
samples  taken  from  the  bathroom  and  pool  facilities.  In  the 
second  study  the  following  dermatophytes  were  isolated 
from  the  student’s  feet:  T.  mentagrophytes  (70.6%), 
T.  rubrum  (17.6%)  and  Candida  albicans  (11. S%).  On  this 
occasion  T.  mentagrophytes  was  recovered  from  5 out  of 
30  floor  samples.  It  is  possible  that  the  frequency  of  the  use 
of  the  pool  facilities  may  influence  the  prevalence  of  tinea 
I pedis  as  well  as  the  etiological  agent  involved  in  this  disease. 

Introduction 

Previous  studies  have  shown  that  swimming  pools 
and  showers  stalls  in  public  baths  can  be  the  source 
of  acquired  dermatophytic  fungal  infections. Most  of 
these  studies  have  reported  the  prevalence  of  tinea  pedis 
at  a specific  time  point.  It  is  not  known  how  the  frequency 
of  the  use  of  pool  facilities  will  affect  prevalence  of  tinea 
pedis  or  the  etiological  agent  involved. 

This  report  examines  the  changes  in  the  prevalence  of 
tinea  pedis  — dermatophyte  infection  of  the  feet — among 
students  enrolled  in  swimming  lessons  at  a university 
swimming  pool.  To  determine  the  influence  of  the  use  of 
pool  on  the  prevalence  and  etiological  agent  of  tinea 
pedis,  the  first  study  took  place  on  the  first  day  of  swim- 
ming lessons  and  the  second  study  was  taken  on  day 
twelve  of  swimming  lessons  (which  was  after  one  month 
and  a half  of  the  beginning  of  the  swimming  classes). 


Depattmeni  of  Microbiology  and  Medical  2loolo^\\  Medical  Sciences 
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Material  and  Methods 

With  the  approval  of  the  administration,  two  different 
studies  were  performed  in  a university  swimming  pool 
located  in  the  San  Juan  metropolitan  area.  Most  of  the 
participants  in  these  studies  were  students  taking  two 
hours  of  swimming  lessons  at  the  pool  twice  a week  as 
part  of  their  swimming  courses.  The  first  study  took  place 
on  a group  of  students  on  the  first  day  of  the  swimming 
lessons.  The  second  study  was  taken  on  a different  group 
of  students  one  month  and  a half  after  the  beginning  of  the 
swimming  lessons  which  corresponded  to  their  twelve 
swimming  session. 

After  a brief  explanation  of  the  study’s  aims  to  each  of 
the  groups  attending  the  swimming  lessons  at  the  pool, 
we  requested,  with  the  collaboration  of  the  professor  in 
charge,  the  voluntary  participation  of  the  students.  The 
voluntary  participants  were  first  interviewed  and 
personal  information  pertaining  to  the  frequency  of  the 
use  of  the  pool,  and  presence  of  foot  lesions  were  recorded. 
The  toe  cleft  between  the  fourth  and  fifth  toes  of  the  left 
foot  of  each  participant  was  examined,  its  clinical  condi- 
tion was  noted  and  interdigital  skin  scrapings  were  taken 
with  a microscope  slide  for  direct  examination  and 
culture. 

For  the  direct  examination  the  skin  scrapings  were 
placed  on  a microscope  slide.  A drop  of  20%  KOH  was 
added  and  the  slide  examined  with  a light  microscope  for 
the  presence  of  blastoconidia,  pseudohyphae  or  long 
branching  hyphae. 

Cultures  were  made  by  placing  skin  scales  directly  on 
Mycosel  Petri  plates  in  an  attempt  to  recover  the  derma- 
tophytes. The  plates  were  labeled,  taken  to  the  laboratory 
and  incubated  for  2-3  weeks  at  30°C.  Colonies  with  a 
macroscopic  morphology  compatible  with  that  of  derma- 
tophytes or  yeasts  were  studied  individually.  Scotch  tape 
sample  of  the  colony  was  taken  to  look  for  the  typical 
conidiation  elements.®  This  examination  allowed  direct 
identification  of  the  dermatophytes  such  as  T.  rubrum, 
T.  mentagrophytes,  and  E.  floccosum.^ 

The  carpet  square  method  was  used  for  the  study  of  the 
surfaces  in  the  pool  and  bathrooms.®  In  each  study  a total 
of  30  floor  samples  were  taken.  Ten  from  the  bathroom 
used  by  women,  ten  from  the  bathroom  used  by  men  and 
ten  from  the  swimming  pool  surroundings.  This  tech- 
nique allowed  the  direct  isolation  of  dermatophytes  from 


181 


Dermatophyte  Feet  Infection  Among... 


Bol.  Asoc.  Med.  P.  Rico  - Mayo  1991 


the  surfaces  which  have  contact  with  the  participants’s 
feet. 

To  evaluate  the  data  the  chi-square  analysis  and  hypo- 
thesis testing  were  used.’ 

Results 

Prevalence  of  dermatophyte  feet  infection 

The  prevalence  of  dermatophytic  infection  of  the  feet 
among  students  enrolled  in  physical  education  swimming 
courses  at  a university’s  swimming  pool  was  slightly 
higher  when  the  survey  was  taken  after  twelve  swimming 
lessons  (22.2%)  than  when  the  study  was  carried  out  on 
the  first  swimming  lesson  (13.2%)  (Table  I).  This 
increase  in  the  recovery  of  dermatophytes  from  the  feet  of 
the  students  after  twelve  swimming  lessons  was  not  signi- 
ficative (chi-square=2. 13,  p=0.14). 


TABLE  I 


PREVALENCE  OF  TINEA  PEDIS  AMONG  STUDENTS  ENRROLLED  ON  SWIMMING 

COURSES  ON  DAY  FIRST  AND  ON  DAY  TWELVE  OF  SWIMMING  LESSONS 

Number  of 
swimming  lessons 

Participants 

Tinea  pedis 
Symptoms  or 
lesions  present 

Asymptomatic 

carrier 

Total  infection 

N 

% 

N 

% 

N 

% 

1 

83 

10 

12.0 

1 

1.2 

11 

13.2 

12 

72 

11 

15.2 

5 

7.0 

16 

22.2 

Sex  distribution 

The  distribution  of  tinea  pedis  by  sex  of  the  partici- 
pants is  shown  in  Table  II.  In  both  of  the  surveys  the  pre- 
valence of  dermatophyte  feet  infection  was  higher  in 
males  (28.5%  and  33.3%)  than  in  females  (6.6%  and 
1 1 .1%).  This  difference  in  the  recovery  of  dermatophytes 
by  sex  was  significative  for  both  studies,  the  chi-square 
and  p values  for  the  first  study  were  4.87  and  0.027  and 
for  the  second  study  were  4.92  and  0.026.  This  sex  distri- 
bution is  apparently  not  related  to  the  length  of  the 
student’s  participation  in  the  swimming  course. 


Symptoms 

The  presence  of  interdigital  lesions  on  the  left  foot,  or 
the  report  of  tinea  pedis  symptoms  among  the  students 
with  dermatophyte  or  C.  albicans  infection  of  the  foot,  is 
presented  on  Table  III.  Examination  made  on  the  first 
day  of  classes  revealed  that  lesions  or  symptoms,  were 
present  in  91%  of  the  students  with  positive  dermato- 
phyte culture,  but  9%  were  asymptomatic  carriers.  In  the 
second  study,  68.8%  of  the  infected  persons  had 
symptoms,  the  rest  (31.2%)  were  asymptomatic  carriers. 


TABLE  III 


EVIDENCE  OF  SYMPTOMS  OR  SKIN  LESIONS  AT  THE  TIME  OF  THE  RECOVERY  OF 
DERMATOPHYTES  FROM  THE  FEET  AND  THE  NUMBER  OF  SWIMMING  LESSONS 


Number  of 
swimming 
lessons 

Number 

infected 

Recovery  of  dermatophytes 

Symptoms  or  lesions  present 

Asymptomatic  carrier 

N 

% 

N 

% 

1 

11 

10 

91.0 

1 

9.0 

12 

16 

11 

66.8 

5 

31.2 

Etiological  agents 

The  agents  of  tinea  pedis  recovered  in  the  two  studies 
are  shown  in  Table  IV.  In  the  first  study.  Trichophyton 
rubrum  was  isolated  from  82%  of  the  dermatophyte 
infected  students.  Trichophyton  mentagrophytes  and 
Epidermophyton  floccosum  were  recovered  from  9%  of 
the  cases.  In  contrast.  Trichophyton  mentagrophytes  was 
the  most  common  agent  recovered  from  the  feet  from 
students  (70.6%)  in  the  second  study.  Prevalence  of  other 
agents  included  Trichophyton  rubrum  (17.6%)  and 
Candida  albicans  ( 1 1 .8%). 


TABLE  II 


SEX  DISTRIBUTION  OF  TINEA  PEDIS  AMONG  STUDENTS  ENRROLLED  IN  SWIMMING  COURSES  AND 
THE  NUMBER  OF  SWIMMING  LESSONS  AT  A UNIVERSITY  POOL 

Number 

of 

swimming 

lessons 

Females 

Males 

Total 

Studied 

Tinea 

pedis 

Symptoms 
or  lesions 
present 

Asympto- 

matic 

carrier 

Total 

Infected 

Total 

Studied 

Tinea 

pedis 

Symptoms 
or  lesions 
present 

Asympto 
- matic 
carrier 

Total 

Infected 

N 

% 

N 

% 

N 

% 

N 

% 

N 

% 

N 

% - 

1 

45 

3 

6.6 

0 

0 

3 

6.6 

28 

7 

25 

1 

4 

8 

28.5 

12 

36 

2 

5.5 

2 

5.5 

4 

11.1 

36 

9 

25 

3 

8 

12 

33.3 

TABLE  IV 


FUNGAL  AGENTS  RECOVERED  FROM  STUDENTS  WITH  DERMATOPHYTE 
FEET  INFECnON  AND  THE  NUMBER  OF  SWIMMING  LESSONS 


Fungi  Recovered 

One  Swimming  Lesson 

Twelve  Swimming  Lessons 

Tinea  pedis 
Symptoms 
or  lesions 
present 

Asympto- 

matic 

carrier 

Total 

Tinea  pedis 
Symptoms 
or  lesions 
present 

Asympto- 

matic 

carrier 

Total 

N 

% 

N 

% 

N 

% 

N 

% 

N 

% 

N 

% 

T.  mentavroohvtes 

1 

9 

0 

0 

1 

9 

7 

41.1 

5 

29.4 

12 

70.6 

T.  rubrum 

8 

72.7 

1 

9 

9 

82 

3 

17.6 

0 

0 

3 

17.6 

E.  floccosum 

1 

9 

0 

0 

1 

9 

0 

0 

0 

0 

0 

0 

C.  albicans 

0 

0 

0 

0 

0 

0 

2 

11.8 

0 

0 

2 

11.3 
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Recovery  of  dermatophytes  from  the  pool  facilities 

The  high  prevalence  of  tinea  pedis  caused  by  Tricho- 
phyton mentagrophytes  found  in  the  study  taken  after  one 
and  half  months  of  swimming  lessons  correlated  well 
with  recovery  of  this  agent  in  6 out  of  30  different  floor 
samples.  In  this  study,  T.  mentagrophytes  was  recovered 
on  four  different  samples  taken  from  the  floors  of  the 
bathrooms  used  by  women,  on  one  sample  taken  from 
the  floor  of  the  bathrooms  used  by  men,  and  on  one 
sample  from  floor  of  the  surroundings  of  the  swimming 
pool.  Candida  albicans  was  also  isolated  from  the  sink  in 
the  bathroom  used  by  women.  In  contrast,  no  pathogenic 
fungi  were  recovered  from  the  30  floor  samples  taken 
from  each  bathroom  and  from  around  the  swimming 
pool  on  the  first  day  of  swimming  lessons. 

Discussion 

The  frequency  of  the  use  of  the  swimming  pool  is 
related  to  the  risk  of  acquiring  tinea  pedis.  Florez  et  al 
reported  mycological  infections  present  in  59.2%  of 
regular  users,  in  contrast  to  the  36%  rate  of  infection  in 
persons  who  used  the  swimming  pool  sporadically. ■* 
English'  and  Gentle  and  Evans^  reported  that  higher  inci- 
dence of  tinea  pedis  is  detected  in  people  practicing 
sports,  and  suggested  that  the  baths  may  serve  as  a source 
of  infection.  The  results  from  two  studies  performed  in  a 
University  swimming  pool  suggest  that  the  recovery  of 
dermatophytes  from  the  feet  of  the  students  was  higher 
after  one  month  and  a half  of  swimming  lessons  (22.2%) 
than  on  the  first  day  of  swimming  lessons  ( 13.2%).  As  the 
studies  were  made  on  different  group  of  students  this 
observation  should  be  confirmed  by  the  use  of  case 
control  epidemiological  studies. Overall,  the  incidence 
of  tinea  pedis  in  this  study  was  lower  than  the  55.5% 
reported  in  Colombia  by  Florez,  E.,Gaviria,  B.  Gómez, 
B.L.  et  ah'*  but  similar  to  studies  from  Scotland^  where 
the  prevalence  is  lower  than  21.5%. 

In  both  or  these  surveys  the  recovery  of  dermatophytes 
from  the  feet  was  higher  in  males  (33.3%  and  28.5%)  than 
in  females’  students  (11.1%  and  6.6%).  These  results  are 
in  agreement  with  previously  reported  data  of  English' 
who  found  that  tinea  pedis  was  far  less  common  in  girls 
than  among  boys'  and  by  Gentles  and  Evans^  who  also 
reported  a higher  incidence  of  tinea  pedis  in  males 
(21.5%)  than  in  females  (3.3%). 

According  to  Vázquez  and  Sánchez"  the  most 
common  agent  of  tinea  pedis  in  Puerto  Rico  is  T.  rubrum 
(72.9%),  followed  by  T.  mentagrophytes  (16.6%)  and 
E.  floccosum  (10.4%).  Their  findings  differ  from  those  of 
Carrion'^  in  that  T.  rubrum  is  the  most  prevalent  etio- 
logic  agent,  replacing  T.  mentagrophytes  as  the  most 
common  pathogen.  In  contrast,  T.  mentagrophytes  has 
been  described  as  the  predominant  fungal  agent  in  people 
using  swimming  pools  in  other  countries,  where  the 
prevalence  of  T.  rubrum  is  much  lower.',  ^ There  were 
differences  in  the  etiological  agents  of  tinea  pedis  infec- 
tion recovered  in  the  present  studies.  T.  mentagrophytes 
was  isolated  on  the  first  day  of  swimming  lessons  in  9%  of 
the  cases  of  tinea  pedis.  In  contrast,  after  one  month  and 
a half  of  swimming  lessons  this  dermatophyte  was 
recovered  in  70.6%  of  cases  of  dermatophyte  feet  infec- 


tion. T.  rubrum  was  recovered  in  82%  of  the  cases  in  the 
first  study,  but  only  in  16.7%  of  athlete’s  foot  infection  in 
the  second  study.  E.  floccosum  and  C.  albicans  were 
recovered  in  smaller  numbers.  These  results  suggest  that 
the  incidence  and  etiological  agents  of  tinea  pedis  on  the 
first  day  of  swimming  lessons  closely  resemble  the 
prevalence  observed  in  the  general  population."  A six 
year  survey  of  tinea  pedis  among  second  year  medical 
students  showed  an  average  of  10%  prevalence  of  tinea 
pedis,  T.  rubrum  being  the  most  common  agent  (Bolaños 
B.,  unpublished  observations).  After  one  month  and  a 
half  of  swimming  lessons  the  frequency  and  etiological 
agent  of  tinea  pedis  were  different,  and  it  is  possible  that 
these  changes  were  influenced  by  contact  with  infection 
from  an  outside  source. 

The  presence  of  several  etiological  agents  on  the  floor 
of  bathrooms  and  of  the  swimming  pool  strongly  suggests  that 
these  areas  served  as  the  source  of  infection.  In  the  first 
survey  no  dermatophytes  or  C.  albicans  were  recovered 
from  the  surfaces  of  the  bathrooms  nor  from  the  swim- 
ming pool  surroundings.  On  the  other  hand,  after  one 
month  and  a half  of  swimming  lessons,  T.  mentagro- 
phytes  was  recovered  in  six  out  of  thirty  floor  samples. 
This  dermatophyte  can  be  anthropophilic  or  zoophilic 
and  it  is  frequently  recovered  from  the  floors  of  baths, 
showers,  and  swimming  pools  after  the  shedding  of  the 
infected  skin  scales.  The  single  isolation  of  C.  albicans 
from  the  bathroom  indicates  a contamination  from  a 
human  source,  as  this  organisms  is  a component  of  the 
normal  flora  of  the  mucous  membranes  and  gastrointes- 
tinal track  of  humans.  From  these  studies  it  appears  that 
the  higher  risk  of  infection  was  in  the  bathrooms  used  by 
women. 

As  pointed  out  by  Ajello  and  Getz’  the  recovery  of 
dermatophytes  from  the  floors  suggest  that  the  control  of 
cutaneous  mycoses  can  not  be  achieved  solely  by  the 
treatment  of  infected  individuals,  it  also  necessary  to 
introduce  hygienic  measures  to  disinfect  the  environ- 
ment. It  is  also  important  to  conduct  educational 
campaigns  among  swimming  pool  users  to  make  them 
aware  of  the  risks  faced  by  the  use  of  communal  bath- 
room and  pool  facilities.  This  will  enable  them  to  take 
preventive  measures  against  mycotic  foot  infection. 

This  study  detected  an  slight  increase  in  the  prevalence 
of  dermatophytic  infection  of  the  feet  by  the  use  of  the 
pool  facilities.  There  was  also  as  change  in  the  agent  of 
tinea  pedis  involved.  On  the  first  day  of  classes  the  most 
common  agent  of  tinea  pedis  was  Trichophyton  rubrum. 
In  contrast  higher  frequency  of  T.  mentagrophytes  infec- 
tion was  detected  after  one  month  and  a half  of  swim- 
ming lessons.  Higher  frequency  of  T.  mentagrophytes 
infection  in  the  second  study  may  be  related  to  the 
presence  of  this  dermatophyte  on  the  bathroom’s  floors 
and  around  the  pool. 

Resumen:  Se  determinó  en  dos  ocasiones  la  prevalencia 

de  infección  de  los  pies  con  dermatofítos  o Candida 
albicans  entre  los  estudiantes  que  asistieron  a clases  de 
natación  en  una  piscina  universitaria.  El  primer  estudio  se 
realizó  el  primer  día  de  clases  y el  segundo  luego  de  haber 
transcurrido  doce  sesiones  de  práctica  de  natación.  En 
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todos  los  participantes  en  el  estudio  se  llevaron  a cabo 
exámenes  directos  con  KOH  y cultivos  de  las  escamas  obte- 
nidas del  espacio  interdigital  cuarto  y quinto  del  pie 
izquierdo.  En  el  primer  estudio  un  13.2%  (11/83)  de  los 
estudiantes  tenian  infección  con  dermatofitos  o C.  albicans, 
en  el  segundo  estudio  el  22.2%  (16/72)  tenían  infección  con 
hongos  en  los  pies.  El  agente  más  importante  de  infección 
por  hongos  en  los  pies  el  primer  día  de  clase  fue  el 
Trichophyton  rubrum  (83%),  con  menor  frecuencia  se  aisló 
el  T.  mentagrophytes  y el  Epidermophyton floccosum  que 
se  recuperaron  en  el  9%  de  los  casos.  En  esa  ocasión  no  se 
aislaron  dermatofitos  o C.  albicans  en  ninguna  de  las  30 
muestras  que  se  tomaron  del  suelo  de  las  dependencias  de  la 
piscina.  En  el  segundo  estudio  se  aislaron  los  siguientes 
hongos  de  los  pies  de  los  estudiantes:  T.  mentagrophytes 
(70.6%),  T.  rubrum  (17.6%)  y C.  albicans  (11.8%).  En 
esta  ocasión  se  aisló  el  T.  mentagrophytes  en  5 de  las  30 
muestras  del  suelo  de  la  piscina.  Es  posible  que  el  uso  de  las 
facilidades  de  la  piscina  pueda  influir  en  la  prevalencia  de 
infección  micótica  de  los  pies  y en  la  especie  de  hongo 
causante  de  la  infección. 
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Abstract:  By  far,  the  most  common  cause  of  post- 

transfusion hepatitis  (PTH)  is  infection  with  the  non-A, 
non-B  hepatitis  (NANB)  virus.  Until  very  recently,  no 
specific  laboratory  test  existed  to  detect  the  presence  of  this 
virus  in  donated  blood.  However,  a correlation  has  been 
established  between  high  donor  ALT  (formerly  SGPT)  and 
recipient  PTH  and  between  positive  donor  core  antibody 
and  recipient  PTH.  To  lower  the  current  high  incidence  of 
NANB-induced  PTH,  in  1986,  the  American  Association  of 
Blood  Banks  (AABB)  recommended  testing  for  these  PTH- 
associated  “surrogate”  markers  on  all  donated  units  of 
blood.  Accordingly,  testing  for  Hepatitis  B core  antibody 
and  for  ALT  activity  were  implemented.  This  practice 
produced  large  amounts  of  data  on  populational  ALT  acti- 
vity levels  and  core  antibody  positivity.  The  ALT  activity  of 
3108  healthy  volunteer  blood  donors  as  recorded  in  the 
donor  files  of  the  Hospital  Universitario  Ramón  Ruiz 
Arnau  Blood  Bank  were  analyzed  retrospectively  to  deter- 
mine what  the  local  normal  ALT  activity  was.  It  was  deter- 
mined that  the  average  ALT  was  35.91  units/liter.  This 
average  is  much  higher  than  averages  reported  by  other 
blood  banks  in  the  literature.  Possible  causes  of  the  high 
local  ALT  activity  levels  are  discussed. 

In  order  to  guarantee  the  safety  of  transfused  blood, 
the  American  Association  of  Blood  Banks  (AABB) 
has  always  established  guidelines  to  detect  the  presence  of 
infectious  diseases  in  donated  blood  before  that  blood  is 
transfused.  AABB-suggested  donor  room  procedures 
require  careful  pre-donation  interviews  and  physical 
examinations.  These  procedures  are  designed  to  identify 
donors  with  symptomatic,  transmissible  infectious 
diseases  who  can  then  be  excluded  before  donating.  In 
addition,  serological  tests  are  performed  on  every 
donor’s  serum  to  identify  markers  for  specific  infectious 
agents.  As  of  this  writing,  AABB  recommends  that  six 
tests  be  performed  on  every  donor’s  serum.  These  are: 
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1.  Hepatitis  B surface  antigen 

2.  Anti-Hepatitis  C antibodies 

3.  Anti-Human  Immunodeficiency  Virus  antibodies 
(HIV) 

4.  Anti-Human  T-cell  Leukemia  Virus  (HTLV-I) 

5.  Anti-Hepatitis  B Virus  Core  antibodies  (HBcAb) 

6.  Alanine  aminotransferase  (ALT)  activity. 

Additionally,  the  Food  and  Drug  Administration 
requires  a seventh  test,  a serologic  test  for  syphilis. 

Testing  for  all  these  agents  has  greatly  increased  the 
safety  of  our  blood  supply.  In  particular,  transfusion- 
transmitted  Hepatitis  B infection  has  been  virtually 
eliminated.  However,  post-transfusion  non-A,  non-B 
viral  hepatitis,  now  known  to  be  due  predominantly  to 
infection  by  another  hepatotropic  virus,  the  Hepatitis  C 
virus,  remains  a problem. 

Very  recent  research  has  led  to  the  development  of  a 
serological  test  for  the  presence  of  antibodies  to  the 
Hepatitis  C virus.  The  Hepatitis  C antibody  test  became 
available  for  clinical  use  in  early  1990.  In  May  1990, 
AABB,  the  American  Red  Cross  and  the  Council  of 
Community  Blood  Banks,  in  a joint  letter,  mandated  the 
implementation  of  this  test  in  all  blood  banks,  for  every 
unit  of  donated  blood.  It  is  expected  that  this  new 
development  will  markedly  lower  the  incidence  of 
Hepatitis  C-caused  PTH. 

However,  in  1986,  before  the  hepatitis  C test  was 
available,  and  in  the  light  of  new  work  which  established 
a statistical  link  between  high  ALT  activity  and  between 
Hepatitis  B core  antibody  positivity  and  the  presence  of 
hepatitis  C virus,  AABB  requested  that  every  unit  of 
donated  blood  be  tested  for  ALT  activity  and  for 
Hepatitis  B core  antibody. 

It  was  established  in  the  early  1980’s  by  different 
groups  (Aach  et  al',  Kahn  et  aF,  Alter  et  aP)  and  by 
that  units  of  donated  blood  with  high  ALT  levels  are 
more  likely  to  cause  PTH  in  blood  recipients  than  units 
with  normal  ALT  levels.  In  addition,  in  1982,  Cossart 
and  colleagues'*  and  later  the  Transfusion-Transmitted 
Viruses  study  group^  also  determined  that  units  with  anti- 
bodies to  the  core  of  the  Hepatitis  B virus  were  more 
likely  to  cause  non-A,  non-B  PTH  in  blood  recipients 
than  units  without  HBcAb.  This  data  suggested  that 
although  Hepatitis  C virus  could  not  be  specifically 


185 


Elevated  Alt  Activity  in  Volunteer... 


Bol.  Asoc.  Med.  P.  Rico  - Mavo  1991 


detected  in  serum,  its  presence  was  more  likely  in  blood 
with  abnormally  high  ALT  and/or  with  hepatitis  B anti- 
core antibody  positivity.  Based  on  these  facts,  and 
without  a fully  convincing  explanation  for  these  fortui- 
tous associations,  “surrogate  testing”  (as  it  became 
known)  for  non-A,  non-B  hepatitis  was  put  in  place. 
Surrogate  testing,  then,  consisted  of  determining  the 
ALT  activity  in  the  serum  of  donated  blood  and  testing 
all  donated  units  for  the  presence  of  HBcAb  to  detect 
indirectly  the  presence  of  the  NANB  vector.  Units  wiht 
ALT  levels  above  a certain  “cutoff’  and  repeatedly  posi- 
tive for  HBcAb  were  not  transfused. 

Aach  and  associates’  showed  that  the  NANB  hepatitis 
attack  rate  in  recipients  of  1 unit  of  blood  with  elevated 
ALT  activity  was  42%.  Recipients  of  a unit  with  normal 
ALT  activity  showed  an  attack  rate  of  5%.‘  Based  on 
these  data,  AABB  established  the  requirement  that  all 
transfused  units  have  “low”  ALT  activity.  The  ALT 
cutoff  was  then  set  by  AABB  as  a value  either  1.5 
times  the  upper  limit  of  normal  as  defined  by  the  test 
manufacturer,  or  a value  two  standard  deviations  above 
the  long-transformed  local  ALT  mean.  This  second 
method  was  to  be  used  in  blood  banks  who  had  sufficient 
local  donors  to  provide  meaningful  ALT  data.  Logarithmic 
transformation  was  necessary  to  work  with  this  non- 
parametric  data. 

To  comply  with  AABB’s  mandate,  a cutoff  was  deter- 
mined by  both  methods  at  the  Ramón  Ruiz  Arnau 
University  Hospital  blood  bank,  based  on  analysis  of 
local  donor  blood  and  using  the  ALT  test  manufacturer’s 
upper  limit  of  normal. 


Materials  and  Methods 

Blood  Bank  records  from  3108  volunteer  blood  donors 
who  donated  at  the  Hospital  Universitario  Ramón  Ruiz 
Arnau’s  Blood  Bank  from  September  1986  to  May  1989 
were  examined.  The  donor  population  was  85%  male  and 
15%  female.  Donors  ranged  in  age  from  18  to  65  years. 
The  average  donor  age  was  33.6  years. 

As  part  of  the  donation  process,  and  after  donation  of 
approximately  450  cc  of  blood,  a tube  of  blood  was 
drawn  from  every  donor.  This  blood  sample  was  centri- 
fuged within  6 hours  from  donation  and  the  serum 
separated  from  the  cells.  ALT  determination  was 
performed  by  a Technicon  RAIOOO  Chemical  Analyzer. 
Its  manufacturer  establishes  the  normal  ALT  activity 
range  as  5-40  u/1. 


Results 

Figure  1 shows  the  results.  Because  the  data  are  non- 
parametric,  with  a skewed  curve,  logarithmic  transfor- 
mation of  the  data,  shown  in  Figure  2,  was  necessary  to 
produce  a parametric,  bell-shaped  curve. 

The  mean  and  standard  deviations  were  calculated. 
The  results  were  as  follows: 

Mean  35.91  U/L 

Standard  Deviation  (SD)  30.86  U/L 

Mean  + 2 SD  97.63  U/L 
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Figure  1.  Grouped  ALT  activity  in  3,784  blood  donors. 


BLOOD  DONOR  LOG  ALT  ACTIVITY 
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Figure  2.  Grouped  logarithmically  trasformed  ALT  activity  In  3,784  blood  donors. 


By  the  first  method  of  cutoff  determination,  using  the 
test  kit  manufacturer’s  range,  an  ALT  level  of  under  60 
U/L  was  deemed  acceptable.  By  the  second  method, 
using  local  donors,  an  ALT  level  of  under  97.53  U/L  was 
deemed  acceptable. 


Discussion 

Though  the  two  methods  of  calculation  ideally  should 
yield  similar  ALT  cutoffs,  markedly  different  ALT 
cutoffs  were  obtained. 

“Normal”  ranges  established  by  test  kit  manufacturers 
are  based  on  testing  of  large  populations  so  as  to  deter- 
mine what  the  levels  of  a given  tested  substance  are  in  the 
population.  Our  population  of  Hispanic  donors,  then, 
has  markedly  higher  ALT  levels  than  the  population  used 
for  the  determination  of  the  normal  ALT  levels  by  the  test 
manufacturer. 

This  findings  raises  several  questions: 

-Do  our  local  ALT  elevations  imply  a pathologic 
state  or  are  they  a Hispanic,  genetic  variant? 

-Do  mainland  Hispanics  share  the  same  serological 
peculiarity? 

-Do  other  ethnic  groups  show  high  ALT  levels? 

-What  ALT  cutoff  should  local  blood  banks  use? 
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Elevated  ALT  is  seen  in  several  asymptomatic  condi- 
tions (Figure  3).  Although  the  disease  states  and  drug 
toxic  effects  mentioned  in  Figure  3 could  account  for 
some  of  the  ALT  elevations,  more  alarming  is  to  consider 
the  possibility  that  chronic  non-A,  non-B  viral  hepatitis 
or  chronic  alcohol-induced  hepatitis  could  account  for 
most  of  them. 

Early  in  the  course  of  this  study,  the  possibility  of 
unsuspected  locally-widespread  chronic  hepatitis  C was 
considered  as  the  cause  for  high  ALT  levels.  However, 
8 months  (May  to  December  1990)  of  hepatitis  C 
antibody  testing  have  shown  very  few  positive  cases.  The 
possibility  of  yet  another  non-tested  for,  hepatotropic 
virus  (such  as  Epstein-Barr  virus.  Herpesvirus  or  Cyto- 
megalovirus) causing  the  ALT  elevations  cannot  be 
completely  ruled  out.  However,  these  virus  infections  are 
not  usually  asymptomatic,  and  therefore  seem  an 
unlikely  cause  of  high  populational  ALT. 


I.  Liver  Disease 

1.  Fatty  liver 

A.  Obesity 

B.  Diabetes  Mellitus 

C.  Alcoholism 

D.  Idiopathic 

2.  Viral  Hepatitis 

A.  Acute,  resolving 

B.  Persistent  or  Chronic  (B.  NANB) 

3.  Cirrhosis 

A.  Alcoholic 

B.  Hemochromatosis 

C.  Alpha-l-antitrypsin  deficiency 

4.  Drug-induced  liver  disease 

A.  Acetaminophen 

B.  Antidepressants 

C.  Antihypertensives 

D.  Others — tetracycline,  cimetidine 

5.  Miscellaneous  conditions  (eg.  Sarcoidosis). 

II.  Muscular  Disease  (eg,  subclinical  myopathy). 

III.  Non-pathological  ethnic/racial  trait. 

Figure  3.  Causes  of  elevated,  asymptomatic  ALT  activity 


The  other  etiologic  possibility,  alcohol  consumption 
with  its  hepatotoxic  effects  and  attendant  transami- 
nemia,  cannot  be  ruled  out  and  may  indeed  be  causal. 
This  is  an  disturbing  idea  and  studies  comparing  national 
per  capita  alcohol  consumption  with  blood  donor  ALT 
could  certainly  be  fruitful. 

The  possibility  that  Hispanics  as  a race  could  have 
higher,  though  intra-racially  “normal”  serum  ALT  levels 
is  another  interesting  possibility  which  is  difficult  to 
prove.  Studies  done  on  Hispanic  groups  in  the  United 
States  also  show  high  ALT  levels  in  these  popula- 
tions.*’ ’’  * Why  this  has  not  been  fully  explained  and  is 
at  present  under  scrutiny.  However,  in  USA  Hispanics, as 
in  this  study’s  population,  the  causes  of  ALT  elevation 
may  not  be  necessarily  ethnic.  Similar  environmental 
factors  may  be  at  work  in  both  populations. 

Hispanic  blood  donors  have  higher  ALT  levels  when 
compared  to  other  populations.  In  a study  of  more  than 
12,000  donors,  by  the  American  Red  Cross  Alanine 


Aminotransferase  Study  Group,’  donor  ALT  from  5 
geographic  Red  Cross  centers  were  examined.  Their 
results  and  those  from  our  study  are  shown  in  Figure  4. 
Although  this  Red  Cross  study  does  not  categorize 
donors  by  ethnic  group,  it  is  clearly  seen  that  our  local 
donors  have  much  higher  ALT  levels  than  stateside 
donors. 


Percenta¡  e of 

ALT  level  of 

donors  wiih 

donors  in  the 

ALT  >45 

97.5  percentile 

Birmingham,  ALA 

5.63% 

51 

Burlington,  VA 

3.42% 

53 

Madison,  WISC 

2.48% 

46 

Tucson,  ARIZ 

4.34% 

55 

Wichita,  KAN 

3.40% 

49 

Bayamón,  PR 

20.80% 

98 

Figure  4.  American  Red  Cross  Study  (of  >12,000  donors);  percentage  of 
donors  with  ALT  > 45;  and  ALT  activity  at  the  97.5  percentile  (ALT  data 
in  Units/Liter). 


Furthermore,  if  our  blood  donors  are  representative  of 
the  Puerto  Rican  population  at  large,  one  could  suggest 
that  Hispanics  in  general  have  higher  ALT  levels  than 
other  populations.  This  in  turn  has  important  conse- 
quences not  only  for  blood  bank  physicians,  but  also  for 
clinicians  interpreting  chemistry  analyses  done  on  their 
patients.  Blood  bank  physicians  have  to  decide  whether 
to  accept  the  higher  cutoff  and  risk  transfusing  blood 
with  a possible  infectious  agent  or  to  accept  the  lower 
cutoff  and  face  discarding  large  numbers  of  blood  units, 
in  this  era  of  serious  blood  donor  shortage. 

In  summary,  Hispanic  donors  have  markedly  higher 
ALT  levels  than  other  donors.  It  is  not  possible  to  confi- 
dently state  what  this  is  due  to  or  whether  it  is  patholo- 
gical or  merely  an  unusual  ethnic  trait.  This  finding  has 
an  impact  on  blood  bank  physicians  as  they  try  to  esta- 
blish a cutoff  rate  and  on  clinicians  when  they  interpret 
blood  chemistry  results.  Additional  work  is  necessary  in 
this  field  to  properly  identify  the  cause  of  elevated  ALT  in 
Hispanic  donors. 


Resumen:  Actualmente,  la  causa  más  común  de  hepa- 

titis post-transfusional  es  infección  con  el  virus  de  la 
hepatitis  C (anteriormente  llamado  el  virus  de  la  hepatitis 
no-A,  no-B).  Durante  la  década  del  1980,  se  encontró  una 
incidencia  aumentada  de  casos  de  hepatitis  post-transfu- 
sional en  pacientes  que  habían  recibido  sangre  de  donantes 
con  valores  de  ALT  anormalmente  altos  y/o  con  la 
presencia  del  anticuerpo  al  “core”  del  virus  de  la 
hepatitis  B.  Se  asumió  que  esos  casos  habían  sido  causados 
por  el  virus  de  la  hepatitis  C (llamado  entonces  “no-A,  no- 
B”)  en  la  sangre  del  donante.  Hasta  hace  poco,  no  existía 
una  prueba  específica  de  laboratorio  para  detectar  este 
virus  en  sangre  donada.  Basándose  en  esta  asociación  esta- 
distica,  la  Asociación  Americana  de  Bancos  de  Sangre 
recomendó  en  el  1986  que  se  le  hicieran  pruebas  de,  ALT  y 
de  la  presencia  de  HBcb  a toda  unidad  de  sangre  donada 
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para  detectar  indirectamente  la  presencia  del  virus  de  la 
hepatitis  C.  Esto  ocasionó  que  se  acumulara  una  gran  can- 
tidad de  datos  sobre  niveles  poblacionales  de  ALT  y de 
HBcAb.  En  este  estudio,  los  niveles  de  actividad  de  ALT  en 
3108  donantes  de  sangre  del  Banco  de  Sangre  del  Hospital 
Universitario  Ramón  Ruiz  Arnau  fueron  analizados  retros- 
pectivamente usando  sus  expedientes.  El  ALT  promedio 
entre  estos  donantes  fue  35.91  unidades/litro.  Este  pro- 
medio es  significativamente  más  alto  que  los  promedios 
reportados  previamente  en  otras  poblaciones.  Se  discute 
también  las  posibles  causas  de  la  elevación  local  de  ALT. 
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Increased  Alanine  Aminotransferase 
(ALT-SGPT)  Activity  in  Puerto  Rican 
Biood  Donors 
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Abstract:  Data  was  obtained  from  4189  volunteer 

blood  donation  records  in  two  hospital-based  blood  banks  in 
Puerto  Rico  to  determine  whether  Hispanics  have  higher 
serum  alanine  aminotransferase  (ALT-SGPT)  activity  than 
donors  from  other  racial-ethnic  groups.  The  overall  mean 
value  of  ALT-SGPT  in  the  study  population  was  36.84  u/l 
(range  1-910,  standard  deviation  37.8).  When  the  logarithm 
of  ALT-SGPT  (log  ALT)  was  calculated  for  all  subjects,  the 
overall,  mean  for  log  ALT  was  1.47  (range  1-2.96,  standard 
deviation  0.27).  Analysis  of  each  blood  bank’s  donation 
records  at  two  different  time  periods  showed  a consistently 
high  ALT-SGPT  activity  even  when  donations  positive  for 
hepatitis  B surface  antigen  or  other  serologic  markers 
were  excluded.  Though  the  causal  factor  of  this  fínding  is 
not  clear,  non-infectious  environmental  such  as  alcohol 
consumption  should  be  considered  as  a probable  explana- 
tion. 

Concern  with  transfusion-related  transmission  of 
non-A,  non-B  viral  hepatitis  has  led  to  the  use  of 
serum  alanine  aminotransferase  (ALT-SGPT)  activity 
and  hepatitis  B anticore  antibody  as  surrogate  markers 
for  this  virus. ' Blood  which  is  repeatedly  reactive  for  anti- 
core antibody  is  not  used  for  transfusion.  Similarly, 
blood  donations  with  ALT-SGPT  levels  exceeding  either 
two  standard  deviations  above  the  mean  of  log- 
transformed  activity  or  1.5  times  the  upper  limit  of 
normal  activity  as  defined  by  the  ALT-SGPT  test  manu- 
facturer must  not  be  used  for  transfusion  to  minimize 
transmission  of  non-A  non-B  hepatitis.^  The  implemen- 
tation of  these  guidelines  has  led  to  large  discard  rates  in 
populations  whose  ALT-SGPT  activities  are  high,  but 
whose  real  non-A  non-B  hepatitis  infection  status  are 
unknown.^  Hispanics  have  been  found  to  be  one  of  these 
groups. 

In  the  United  States,  multiphasic  screening  tests  fre- 
quently show  liver  enzyme  abnormalities  in  otherwise 
asymptomatic  patients.'*’  ^ This  creates  a dilemma  for  the 
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clinician,  who  must  determine  how  extensively  to  study 
patients  with  this  abnormality.  Many  practicing  physi- 
cians in  Puerto  Rico  believe  that  Puerto  Ricans  tend  to 
have  higher  ALT-SGPT  activity.  Yet,  this  belief  is  based 
on  anecdotal  information,  and  no  scientific  studies  have 
been  published  on  this  matter.  The  purpose  of  this  study 
is  to  explore  this  hypothesis. 

Materials  and  Methods 

Data  was  obtained  from  4189  volunteer  blood  dona- 
tion records  from  two  hospital-based  blood  banks  in 
Puerto  Rico.  Caguas  Regional  Hospital  (CRH)  is  a 280 
bed  government  hospital  located  in  the  central  part  of 
Puerto  Rico.  Doctor  Manuel  de  la  Pila  Iglesias  Hospital 
(DMPIH)  is  a private  facility  located  in  the  southern 
coast  of  the  island  with  144  beds. 

All  blood  donations  from  April  1,  1987  to  December 
12,  1988  in  CRH,  and  all  blood  donations  from  June  1987 
to  December  1988  in  DMPIH  were  included  in  the  study. 
Variables  obtained  from  the  records  were:  year  of  dona- 
tion, presence  of  hepatitis  B surface  antigen,  hepatitis  B 
anticore  antibody,  HIV  antibody,  VDRL  reactivity,  and 
ALT-SGPT  activity  measured  in  units  per  liter.  ALT- 
SGPT  activity  was  assayed  in  both  institutions  by  a Tech- 
nicon  RA-1000  instrument.  Normal  values  are  from  5- 
40  U/L. 

The  data  was-  entered  and  analyzed  in  a computer 
using  SYSTAT,  a statistical  analysis  software  program.® 
Mean  values  were  calculated  for  ALT-SGPT  activity  and 
for  the  logarithm  of  ALT-SGPT  activity  (log  ALT)  in  the 
study  population  and  in  subgroups  according  to  hospital 
facility  and  year.  The  logarithmic  transformation  was 
necessary  due  to  the  pronounced  skewness  of  the  ALT- 
SGPT  distribution.  This  transformation  provided  for  an 
appropriate  interpretation  of  the  mean  and  the  standard 
deviation  within  the  context  of  a distribution  which 
better  approached  statistical  normality.  Positivity  rates 
were  calculated  for  the  serologic  markers  mentioned 
above. 

Since  the  study  included  the  total  population  of  inte- 
rest, not  a random  sample  of  it,  and  since  no  attempts 
were  made  to  make  inferences  about  the  general  popula- 
tion of  Puerto  Rico,  tests  for  statistical  significance  were 
considered  inappropriate’  and  were  not  included  in  the 
analysis  of  the  data. 
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Results 

The  study  population  consisted  of  a total  of  4 1 89  blood 
donations,  3357  of  which  were  at  CRH  and  832  at 
DMPIH.  In  CRH,  1115  blood  donations  had  been 
obtained  during  1987  and  2242  on  1988;  in  DMPIH  206 
were  obtained  during  1987  and  626  during  1988. 

The  overall  mean  value  of  ALT-SGPT  in  the  study 
population  was  36.84  u/1  (range  1-910,  standard  devia- 
tion 37.8).  When  the  logarithm  of  ALT-SGPT  (log  ALT) 
was  calculated  for  all  subjects,  the  overall  mean  for  log 
ALT  was  1.47  (range  1-2.96,  standard  deviation  0.27) 
Table  I shows  mean  values  of  ALT-SGPT  and  log  ALT 
for  subgroups  according  to  year  and  hospital  facility. 

Overall  positivity  rates  for  the  different  serologic 
markers  in  those  records  with  available  results  were  as 
follows:  VDRL  1.0%  (44/4213),  HIV  0.2%  (8/4057), 
hepatitis  B anticore  antibody  1.2%  (47/3881),  and 
hepatitis  B surface  antigen  1.1%  (36/4039). 

Table  I 


ALT-SGPT  and  Log  ALT  Activity  in  Blood  Donations  at 
Selected  Blood  Banks  in  Puerto  Rico 


Blood  Bank  Caguas  Regional  Manuel  Pila 

Year  1987  (1)  1988  (2)  1987  (3)  1988  (4) 


n 

1115 

2242 

206 

626 

ALT  activity 
(u/1) 

Mean 

38.2 

36.3 

31.4 

38.1 

Median 

29 

28 

27 

30 

S.D. 

30.8 

38.4 

19.5 

49.4 

Log  ALT  activity 

Mean 

1.49 

1.46 

1.43 

1.48 

S.D. 

0.28 

0.27 

0.25 

0.27 

(1)  From  April  1,  1987  to  December  31,  1987. 

(2)  From  January  1,  1988  to  December  12,  1988. 

(3)  From  June  1,  1987  to  December  31,  1987. 

(4)  From  January  1,  1988  to  December  31,  1988. 


Table  II 


Positivity  Rates  for  Selected  Serum  Indicators  in  Blood  Donations 
at  Two  Hospital-Based  Blood  Banks  in  Puerto  Rico 


Blood  Bank 

Caguas  Regional 

Manuel  Pila 

Year 

1987  (1) 

1988  (2) 

1987  (3) 

1988  (4) 

Hepatitis  B 
anticore 

0.3 

0.8 

5.3 

2.6 

antibody  (%) 

(3/990) 

(17/2062) 

(11/206) 

(16/623) 

Hepatitis  B 
surface 

0.6 

1.2 

0.5 

0.5 

antigen  (%) 

(6/1069) 

(26/2141) 

(1/206 

(3/623) 

VDRL  (%) 

0.9 

1.3 

0.0 

0.6 

(10/1141) 

(30/2240) 

(0/206) 

(4/626) 

HIV 

0.3 

0.2 

0.0 

0.2 

antibody  (%) 

(3/1058) 

(4/2170) 

(0/206) 

(1/623) 

(1)  From  April  1,  1987  to  December  31,  1987. 

(2)  From  January  1,  1988  to  December  12,  1988. 

(3)  From  June  1,  1987  to  December  31,  1987. 

(4)  From  January  1,  1988  to  December  31,  1988. 


Table  II  shows  the  positivity  rates  of  these  serum  indi- 
cators by  hospital  facility  and  year.  ALT-SGPT  and  log 
ALT  mean  values  remained  essentially  unchanged 
(Table  3)  when  blood  samples  positive  for  any  of  these 
markers  or  without  available  serologic  information  were 
eliminated  from  the  analysis. 


Table  III 

ALT-SGPT  Activity  in  Blood  Donations  Negative  for  Hepatitis  B 
Anticore  Antibody,  Hepatitis  B Surface  Antigen,  VDRL  and  HIV 
Antibody  at  Selected  Blood  Banks  in  Puerto  Rico 


Blood  Bank  Caguas  Regional  Manuel  Pila 

Year  1987  (1)  1988  (2)  1987  (3)  1988  (4) 


n 

905 

1870 

195 

603 

ALT  activity 
(u/1) 

Mean 

37.5 

35.0 

31.2 

38.2 

Median 

29 

28 

27 

30 

S.D. 

29.1 

33.1 

19.8 

50.2 

Log  ALT  activity 

Mean 

1.48 

1.46 

1.42 

1.48 

S.D. 

0.28 

0.26 

0.25 

0.27 

(1)  From  April  1,  1987  to  December  31,  1987. 

(2)  From  January  1,  1988  to  December  12,  1988. 

(3)  From  June  1,  1987  to  December  31,  1987. 

(4)  From  January  1,  1988  to  December  31,  1988. 


Discussion 

The  results  of  this  study  are  comparable  to  those 
obtained  by  Shulman  et  aP,  who  found  mean  ALT- 
SGPT  levels  of  42  u/1  for  Hispanics,  31  u/1  for  Blacks 
and  28  u/1  for  Whites  among  donors  in  Los  Angeles 
County.  Similar  results  (mean  ALT-SGPT  35.7  u/1) 
have  been  found  in  another  Puerto  Rican  blood  bank.* 
This  consistency  suggests  that  higher  ALT-SGPT  activity 
among  Hispanics  is  not  a phenomenon  limited  to  small 
groups  or  communities.  The  causes  of  this  increased  acti- 
vity could  not  be  determined  in  the  present  study,  but  the 
fact  that  eliminating  of  blood  positive  for  hepatitis  B 
surface  antigen  or  anticore  antibody  had  no  effect  in 
mean  ALT-SGPT  or  mean  log  ALT  activity  suggests  that 
hepatitis  B infection  is  not  a likely  cause. 

Non-A  non-B  hepatitis  infection  cannot  be  ruled  out 
until  specific  tests  for  the  detection  of  the  agent  become 
readily  available.  However,  in  order  to  have  an  effect  on 
mean  ALT-SGPT  activity,  clinical  or  sub-clinical  infec- 
tion would  have  to  exhibit  a high  prevalence  in  Puerto 
Rico.  This  cannot  be  ruled  out,  but  other  factors  might 
provide  another  explanation. 

Schistosomiasis  can  increase  ALT-SGPT  activity.  The 
Puerto  Rican  population  was  afflicted  by  this  disease 
during  the  first  half  of  this  century.  At  present,  however, 
there  is  no  evidence  that  schistosomiasis  infection  is  wide-i 
spread  among  Puerto  Ricans. 

The  possibility  of  genetic  variations  in  ALT-SGPT 
activity  could  also  be  considered  as  a possible  explana- 
tion, and  calls  for  further  study.  Sherman  et  aP  described 
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significant  variation  in  ALT-SGPT  levels  among  Blacks, 
Whites,  Oriental,  Hispanics,  and  American  Indians,  but 
lacked  the  data  to  localize  this  phenomenon.  Specifically 
they  found  little  difference  between  Whites  and  Blacks, 
but  reported  large  differences  between  these  two  and 
three  other  ethnic  groups  (Oriental,  Hispanics  and 
American  Indians).  The  fact  that  higher  ALT-SGPT  acti- 
vity is  found  in  such  different  and  unrelated  ethnic  groups 
might  indicate  that  a genetic  explanation  is  unlikely.  It 
must  be  pointed  out  that  the  study  populations  at  present 
have  been  restricted  to  blood  donors.  Blood  donors  are 
not  necessarily  representative  of  the  general  population, 
and  any  inference  should  be  made  with  caution.  Different 
factors  may  operate  as  to  select  blood  donors  differently 
among  ethnic  groups,  resulting  in  possible  sources  of 
bias. 

There  is  a growing  concern  in  Puerto  Rico  about  the 
widespread  consumption  of  alcohol  in  the  population. 
This  must  be  taken  into  account  when  trying  to  explain 
differences  in  ALT-SGPT  activity.  It  is  possible  that  the 
use  of  alcohol  is  more  prevalent  and  more  intense  in 
Puerto  Rico  and  among  certain  ethnic  groups  in  the 
continental  United  States,  thus  increasing  ALT-SGPT 
activity. 

Khan  et  aP  reported  sociodemographic  variables,  such 
as  sex  (male),  age  (between  30  and  40  years)  and 
belonging  to  certain  ethnic  groups  (Oriental,  American 
Indian  and  Hispanic),  which  were  associated  with  higher 
ALT-SGPT  activity^  These  findings  might  correlate  with 
a profile  of  populations  with  higher  alcohol  consumption 
patterns. 

This  study  raises  questions  about  the  adequate  inter- 
pretation of  elevated  ALT-SGPT  levels  among  Hispanic 
patients.  At  this  time  there  are  no  clear  guidelines  to  solve 
this  issue,  and  further  studies  are  necessary  to  unveil  the 
causal  factors  for  the  increased  ALT-SGPT  activity 
among  Hispanics. 

Resumen;  Se  obtuvieron  datos  de  4,189  expedientes  de 
donaciones  de  sangre  procedentes  de  dos  bancos  de  sangre 
en  Puerto  Rico  para  determinar  si  los  puertorriqueños 
tienden  a tener  niveles  en  sangre  de  ALT-SGPT  más  altos 
en  comparación  con  donantes  de  sangre  de  otros  grupos 
étnicos.  El  promedio  general  de  ALT-SGPT  fue  de 
36.84  u/1  (alcance  1-910,  desviación  estandard  37.8).  El 
logaritmo  de  ALT  fue  de  1.47  (alcance  1-2.96,  desviación 
estandard).  Análisis  de  cada  banco  de  sangre  en  dos 
períodos  de  tiempo  demostraba  promedios  de  ALT-SGPT 
consistentemente  altos  aún  cuando  excluían  donaciones 
positivas  para  hepatitis  B,  H.I.V.  y sífilis.  Aunque  las  causas 
de  estos  hallazgos  no  están  claras,  factores  ambientales 
como  el  consumo  de  alcohol  deben  considerarse  como 
posibles  explicaciones. 
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Abstract:  This  study  reviews  the  medical  records  of  29 

patients  that  were  submitted  to  29  spinal  fusion  procedures 
with  the  purpose  to  evaluates  the  efficacy  of  using  predepo- 
sited autologous  blood  transfussions  to  replace  operative 
blood  loss.  The  patients  age  ranged  from  8 to  25  years.  Each 
patient  was  started  on  oral  iron  supplement  as  soon  as  sur- 
gery was  scheduled.  The  phlebotomies  were  performed  at 
the  American  Red  Cross  Blood  Services  Puerto  Rico 
Chapter.  Blood  was  drawn  1 unit  every  6 days  it  the  hema- 
tocrit was  above  34%.  The  last  phlebotomy  was  performed 
at  least  7 days  before  surgery.  The  average  amount  of 
blood  donated  was  3.17  units  (1,427  ml).  The  whole  blood 
was  stored  using  the  adenine  saline  solution  (ADSOL)  as 
preservative  for  as  long  as  35  days.  The  average  preopera- 
tive hematocrit  value  was  35%.  In  89%  of  the  cases  only 
autologous  blood  was  transfused.  In  the  rest  of  the  cases 
family  donated  homologous  blood  was  required.  The  use  of 
pre  deposited  autologous  blood  for  replacement  of  opera- 
tive blood  loss  has  proven  to  be  a safe,  easy  and  well 
accepted  method  for  the  pediatric  age  patients.  It  also 
reduced  the  need  for  homologous  blood  and  helps  to 
increase  the  blood  reserve  at  banks. 

Blood  loss  replacement  is  very  often  required  in 
pediatric  orthopaedic  surgery.  The  associated  risks 
with  the  use  of  homologous  blood  transfusions  has  raised 
much  concern  in  the  last  few  years.  These  risks  include: 
1)  the  transmission  of  infectious  diseases  such  as 
A.I.D.S.,  hepatitis,  syphilis,  malaria,  cytomegalovirus 
and  other  viruses;  2)  hemolitic,  febrile  or  allergic  reac- 
tions and  3)  alloinmunization  to  cellular  components 
antigens.'’  ^ ''■>  *’  ’’  “ These  risks  may  be 

avoided  when  the  patients  own  blood  is  used. 

Different  techniques  of  intraoperative  autologous 
transfusion  have  been  developed  in  recent  years  and  used 
with  great  success  by  various  surgical  special- 
ties.'"’ "’  '^’  '^’  '^’  '"’  '^’  '*’  In  this  paper 

we  describe  our  experience  with  the  use  of  preoperative 
banked  autologous  blood  in  pediatric  age  patients 
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submitted  to  elective  spine  surgery.  The  procedure  is 
simple  and  increasingly  accepted  by  patients  and  their 
families. 

Preoperative  autologous  blood  donation  is  one  of 
three  techniques  available  to  salvage  blood  during  sur- 
gery. The  other  two  methods  are  autotrasfusion  with  a 
cell  saver  and  the  recovery  and  infusion  of  postoperative 
blood  loss  in  hemovac  systems.  We  do  not  have  the 
equipment  necessary  to  use  the  last  two  methods. 

Methods 

This  study  consists  of  the  retrospective  evaluation  of 
the  medical  records  of  29  patients  who  underwent  spinal 
fusion  surgery  from  January  1988  to  May  1990.  The 
spinal  deformities  consisted  of  idiopathic  adolescent 
scolisis(23  cases),  neurogenic  scoliosis  (3  cases),  conge- 
nital scoliosis  (2  cases)  and  osteoid  osteoma  of  the 
vertebral  column  (1  case). 

Patients  and  their  parents  were  instructed  about  the 
program  and  referred  to  the  American  Red  Cross,  Blood 
Services  Division  for  further  evaluation  by  the  blood 
services  medical  director.  Absolute  contraindications  to 
autologous  blood  donations  are  unstable  cardiovascular 
disease,  symptomatic  aortic  stenosis,  valvular  heart 
lesion,  hematocrit  below  34%,  chronic  illness  associated 
with  anemia  and  infections  like  bacteremia,  hepatitis  and 
H.I.V.  virus."  Other  problems  like  the  inability  to  intro- 
duce a 16  bore  catheter  into  a vein  can  unable  patient  to 
donate  blood  as  well  as  incapacity  to  cooperate  with  the 
technician  performing  the  phlebotomy. 

Once  included  in  the  program,  the  patient  was  started 
on  oral  ferrous  sulphate  325  mg  once  a day.  His  body 
weight  and  hematocrit  was  obtained  each  visit  to  deter- 
mine how  much  blood  could  be  withdrawn.  The  hemato- 
crit must  be  34%  or  higher  to  be  eligible  to  donate  blood. 
If  patients  weight  was  above  1 10  lbs  {50kg)  a full  unit 
(450  ml)  was  withdrawn.  However,  if  patients  weight 
was  below  1 10  lbs,  a guideline  of  decreasing  4 ml  of 
blood  drawn  for  each  pound  (or  8 ml  for  every  kg)  was 
used.  The  volume  of  anticoagulant  in  the  bag  must  be 
reduced  proportionally  to  the  decrease  in  blood  drawn. 
No  more  than  450  ml  or  12%  of  the  estimated  body 
weight  should  be  withdrawn  at  a single  donation."  Phle- 
botomies should  not  be  more  frequent  than  every  3 days 
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since  this  is  the  time  required  for  the  return  of  plasma 
volume  to  normal.^^’  The  blood  drawn  from  the 
patient  was  preserved  using  the  adenine  saline  solution 
(ADSOL).  This  additive  solution  permits  the  storage  of 
the  blood  for  35  days.  On  reinfusion,  older  units  were 
used  first  in  order  to  prevent  they  become  outdated. 
Direct  homologous  blood  (collected  from  relatives  or 
friends)  was  suggested  only  for  those  patients  unable  to 
deposit  an  adequate  amount  of  autologous  blood  before 
the  scheduled  date  of  surgery. 

The  amount  of  blood  to  be  reinfused  intraoperatively 
was  determined  by  the  surgeon  and  the  anesthesiologist. 
Usually,  blood  was  transfused  at  an  1:1  ratio  after  a 
measured  blood  loss  of  20  to  25%  patient’s  blood  volume. 
The  need  for  postoperative  administration  of  blood  was 
determined  by  the  surgeon  based  on  both  the  hematocrit 
level  and  the  patient’s  clinical  condition.  If  the  hema- 
tocrit was  below  30%  and  autologous  blood  was  avail- 
able the  patient  was  transfused.  If  no  autologous  blood 
was  available,  and  the  hematocrit  was  below  24%,  then 
the  surgeon  may  decide  to  transfuse  the  patient  based  on 
clinical  findings  such  as  tachycardia. 

All  patients  continued  on  oral  iron  supplement  in  the 
postoperative  period  and  were  encouraged  to  continue 
taking  it  for  at  least  6 weeks. 


Results 

Twenty  seven  of  the  twenty  nine  patients  referred  to  the 
program  were  accepted.  Two  children  were  not  included 
due  to  a persistent  low  hematocrit  in  one  case  and  the 
inability  to  introduce  the  16  bore  catheter  in  the  other. 
These  two  patients  were  operated  with  the  use  of  direct 
donated  homologous  blood. 

The  phlebotomy  schedule  was  interrupted  in  eight 
patients;  six  of  which  presented  an  hematocrit  below  34% 
at  the  moment  of  phlebotomy,  one  due  to  an  active 
asthma  attack  and  the  other  due  to  inability  to  place  the 
catheter.  The  average  number  of  days  between  phleboto- 
mies was  6.4  and  between  the  last  phlebotomy  and  the 
date  of  surgery  was  9.5. 

The  patients  average  age  was  13.9  years  and  the 
average  weight  was  102.8  lbs.  The  average  volume  of 
autologous  blood  obtained  was  3.17  units  (1427.3  ml). 
No  complications  were  asociated  with  this  technique. 
The  surgical  procedure  had  an  average  duration  of  217 
minutes  with  an  averaged  estimated  blood  loss  of 
1241.5  ml. 

Of  the  twenty  seven  patients  enrolled  in  the  program, 
twenty  four  (89%)  received  autologous  blood  only.  Three 
children  required  additional  transfusion  of  direct 
donated  homologous  blood.  The  average  autologous 
blood  reinfused  in  the  twenty  seven  patients  was 
1 107.3  ml.  The  three  patients  who  also  needed  homolo- 
gous blood  received  an  average  of  617  ml  of  direct 
donated  homologous  blood. 

The  hematocrit  level  average  42.0%  at  the  time  of  the 
initial  phlebotomy,  35.4%  just  prior  to  the  operation, 
29.3%  at  the  moment  of  discharge  from  the  hospital  and 
35.1%  at  the  initial  follow  up  visit. 


Discussion 

The  use  of  homologous  blood  transfusions  still  carries 
a significant  risk  of  complications,  despite  the  conti- 
nually improving  blood  banking  techniques.  It  has  been 
estimated  that  3-6%  of  patients  receiving  transfusions 
have  some  type  of  serious  adverse  reaction,  and  this  may 
be  an  underestimate.'’ 

Post  tranfusion  hepatitis  is  not  innocuous.  Reported 
mortality  rates  range  from  0.1%  to  as  high  as  20%  in 
older  age  groups.^’  ’ The  incidence  of  post  transfusion 
hepatitis  has  been  reduced  to  5-13%.^’  ^ However,  a signi- 
ficant problem  in  determining  the  true  incidence  is  the 
fact  that  only  about  25  to  33%  of  the  patients  having  the 
disease  become  icteric. (2. 4)  With  the  routine  screening  of 
blood  for  hepatitis  C (non  A,  non  B)  antigen,  the  inci- 
dence of  post  transfusion  hepatitis  should  be  markedly 
reduced,  since  about  95%  of  the  cases,  the  disease  is 
caused  by  this  virus. 

In  addition  to  hepatitis,  for  the  last  10  years  the  issue  of 
acquiring  the  immunodeficiency  syndrome  secondary  to 
blood  transfusion  had  been  addressed.  The  current 
number  of  Acquired  Immunodeficiency  Syndrome 
(A.I.D.S.)  associated  with  transfusion  is  small,  represen- 
ting less  than  1%  of  the  reported  cases  of  A.I.D.S.  in  the 
United  States.*’  ® In  many  cases  the  liability  of  the  physi- 
cian has  been  questioned.^®  Although  the  risk  of 
developing  A.I.D.S.  after  a transfusion  is  still  present,  it 
should  be  reduced  even  further  with  the  continued  use  of 
both  donor  self  deferral  and  antibody  screening.’’ 

The  use  of  autologous  transfusions  may  avoid  all  of  the 
above  mentioned  problems.  Another  advantage  is  that 
patients  with  rare  blood  types  can  be  assured  of  suitable 
blood  availability  for  the  surgery.  Children,  who  have  a 
longer  life  expectancy  than  adults,  can  benefit  more  from 
one  important  feature  of  autologous  transfusions 
freedom  of  antibody  formation.'^  By  this  way  develop- 
ment of  a graft  vs.  host  reaction  or  a complicated  preg- 
nancy in  the  female  during  adult  life  will  be  reduced."’  " 

The  autologous  blood  transfusions  have  been  shown  to 
be  an  acceptable  alternative  when  patient’s  religious 
beliefs  are  against  receiving  other  persons  blood.  Many 
series  have  described  that  some  Jehovah’s  Witness  are 
willing  to  accept  autologous  blood  transfusions.^’’  ” 

The  use  of  pre  deposited  autologous  blood  is  also  an 
economically  viable  alternative,  as  compared  with  the  use 
of  commercially  available  homologous  blood."  For 
example.  The  American  Red  Cross  Blood  Services  of 
Puerto  Rico  offers  the  autologous  blood  unit  at  a cost  of 
$62.00  vs.  the  homologous  blood  unit  cost  of  $50.00.* 
However,  there  are  many  potential  savings  of  medical 
care,  such  as  fewer  transfusion  reactions,  reduced  clerical 
and  technical  errors  and  no  transfusion  related  disease. 

Furthermore,  autologous  transfusion  can  also  help  to 
maintain  the  blood  banks  supply  since  it  reduces  the  need 
for  homologous  blood  in  a given  surgical  procedure.  Also 
the  autologous  blood  not  used  for  the  intended  patient 
could  be  released  for  community  benefit. 

*To  obtain  aditiona!  information  about  the  American  Red  Cross  autolo- 
gous blood  program  please  write  to  Servicios  de  Sangre  de  Puerto  Rico. 
G.P.O.  Box  6046.  San  Juan.  Puerto  Rico  00936-6046  on  cali  (809)  759- 
8100 
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In  our  study,  three  children  needed  the  use  of  homolo- 
gous units  to  fulfill  their  blood  requirements.  The  use  of 
homologous  blood  and  its  associated  risks  could  have 
been  avoided  with  the  concomitant  use  of  both  pre  depo- 
dited  autologous  blood  and  intraoperative  blood  salvage 
with  a Cell  Saver  System.'^  During  this  procedure,  blood 
is  aspirated  from  the  operative  site  and  collected  in  a Cell 
Saver  System.  Blood  is  concentrated  and  washed  to 
remove  any  cellular  debris  and  heparin  residues.  Finally 
it  is  reinfused  to  the  patient  either  during  or  after  the  sur- 
gical procedure.  It  has  been  well  documented  in  the  litera- 
ture.'^’ 14,  15,  16,  30 

In  a recent  study,  less  than  one  half  of  the  interviewed 
surgeons  routinely  recommended  the  use  of  autologous 
donations  to  their  patients  despite  their  positive  attitude 
toward  this  technique.^'  Misunderstanding  may  have 
lead  to  diminished  use  of  this  service.  They  proposed  that 
knowledge  of  preoperative  donation  may  be  important 
for  inducing  surgeons  to  begin  referring  patients  for  this 
service. 

Our  results  shows  that  the  use  of  autologous  blood 
transfusions  is  a safe,  simple  and  cost  effective  alterna- 
tive. We  strongly  recomend  the  use  fo  this  program  for 
any  elective  surgical  procedured  in  which  substantial 
blood  loss  is  anticipated. 


Resumen:  En  este  estudio  se  revisó  los  expedientes 

médicos  de  29  pacientes  que  fueron  sometidos  a procedi- 
mientos de  fusión  espinal  con  el  propósito  de  evaluar  la 
efectividad  de  usar  sangre  autóloga  depositada  previo  a la 
cirugía  para  reemplazar  la  pérdida  de  sangre  operatoria. 
La  edad  de  los  pacientes  fluctuó  entre  8 y 25  años.  Una  vez 
se  determinó  la  fecha  de  la  cirugía,  cada  paciente 
comenzó  en  un  suplemento  de  hierro  oral.  Las  fleboto- 
mías fueron  efectuadas  por  los  Servicios  de  Sangre  de  la 
Cruz  Roja  Americana,  Capítulo  de  Puerto  Rico.  La  sangre 
fue  removida  1 unidad  cada  6 días  si  el  hematocrito  se  man- 
tuvo por  encima  de  34%,.  La  última  flebotomía  fue  efec- 
tuada por  lo  menos  7 días  antes  de  la  fecha  establecida  para 
la  cirugía.  La  cantidad  promedio  de  sangre  donada  fue  3.17 
unidades  (1,427  mi).  La  sangre  fue  almacenada  utilizando 
la  solución  de  adenina  y salina  como  preservativo  por  un 
período  no  mayor  de  35  días.  El  valor  promedio  de  hemato- 
crito preoperatorio  fue  35%.  En  89%  de  los  casos  estu- 
diados, los  pacientes  fueron  transfundidos  utilizando 
sangre  autóloga  solamente.  En  el  resto  de  los  casos  se 
requirió  utilizar  sangre  homóloga  donada  por  los  fami- 
liares. El  uso  de  sangre  autóloga  depositada  de  antemano 
para  reemplazar  la  pérdida  sanguínea  íntraopertoria  ha 
demostrado  ser  un  método  seguro,  sencillo  y bien  aceptado 
para  los  pacientes  de  edad  pediátrica.  Esta  técnica  también 
reduce  la  demanda  por  sangre  homóloga  ayudando  a man- 
tener una  reserva  adecuada  en  los  bancos  de  sangre. 
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IMPHCABLE 


RMNOTGIVIIIG 

BLOOD. 


Ml  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5. 1 just  got  back 
from  Monaco. 

6.  The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  'won’t 
let  me. 


8.1  didn’t  sign  up. 

9. I’m  going  out 
of  town. 

10. Asthma  runs  in 
my  family. 

1 1 . 1 forgot  to  eat 
this  morning. 

12.  I’m  allergic  to 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 


EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 
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Cáncer  de  la  Prostata  Métodos  de 
Diagnóstico  Inicial 

Juan  R.  Iturrigui-Pagán,  MD,  FACS,  FAAP 


Resumen:  Describimos  los  métodos  diagnósticos  dis- 

ponibles para  el  diagnóstico  inicial  (“screening”)  del  carci- 
noma de  la  próstata.  Según  recomendado  por  el  Instituto 
Nacional  del  Cáncer,  el  examen  digital  rectal  y el  antígeno 
especíFico  prostético  (PSA)  son  los  métodos  usuales  de 
diagnóstico  inicial.  Dependiendo  de  los  resultados  de  estos, 
se  procede  con  sonografía  prostética  endorectal  con  o sin 
biopsia. 

En  los  últimos  meses  el  Cáncer  de  Próstata  ha  reci- 
bido gran  publicidad  principalmente  debido  a que 
es  la  neoplasia  más  común  en  el  varón  puertorriqueño 
según  las  últimas  estadísticas  del  Registro  Central  del 
Cáncer  del  Departamento  de  Salud  de  Puerto  Rico. 

El  propósito  de  esta  presentación  es  hacer  un  análisis 
conciso  de  los  métodos  de  diagnóstico  inicial  (“screening”) 
disponibles. 

Estadísticas 

Según  el  informe  “Cáncer  en  Puerto  Rico  Año  1988”  y 
publicado  en  agosto  de  1990  por  la  referida  dependencia 
gubernamental,  se  diagnosticaron  un  total  de  832  casos 
nuevos  de  cáncer  de  la  próstata  correspondiendo  a un 
22%  de  las  malignidades  del  varón  en  esta  Isla  con  una 
tasa  cruda  de  52.8  casos/100,000  habitantes;  o un 
aumento  significativo  si  lo  comparamos  con  la  tasa  en  los 
años  1950-54  que  fue  de  5.9/100,000.  (El  segundo  cáncer 
es  el  pulmonar  con  un  9%  o 21.7  casos/100,000  habi- 
tantes). En  el  año  en  referencia  murieron  en  Puerto  Rico 
323  personas  por  cáncer  de  la  próstata  ó un  15%  del  total 
de  muertes  por  cáncer  y una  tasa  cruda  de  20.5/100,000 
habitantes.  Se  estima  que  en  el  año  2000  se  diagnosti- 
caran 1017±87  casos  nuevos  de  cáncer  prostético.' 

En  los  EEUU,  según  el  “Cáncer  Statistics  1990”  de  la 
Sociedad  Americana  del  Cáncer,  se  estima  que  1990  se 
diagnosticaron  106,000  casos  nuevos  (20%  del  total)  y 
una  mortalidad  de  un  1 1%  o 30,000  muertes.^ 

Estos  números  reflejan  la  importancia  de  tener  dispo- 
nibles métodos  diagnósticos  que  nos  ayuden  a evaluar 
tan  alto  número  de  enfermos.  Por  otro  lado,  hay  que 
señalar  que  en  autopsias,  cuando  se  hacen  cortes  seriados 
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de  la  glándula,  la  incidencia  de  cáncer  va  de  un  10%  a los 
50  años  a 70-80%,  a los  80  años.  De  éstos  solo  el  6-8%  se 
manifiestan  clínicamente  mientras  que  un  90%  perma- 
necen latentes  sin  ninguna  importancia  clínica.  Hecho 
este  único  en  la  próstata.^»  ■*  Por  tanto,  como  se  pregunta 
Cooner  parafraseado  a Whitmore:  “¿Se  hace  necesario 
diagnosticar  a todos  aquellos  en  que  es  problable?  y ¿Es 
posible  diagnosticar  aquellos  en  que  es  necesario?”.'* 

Métodos  de  Diagnóstico  Inicial 

Examen  Digital  Rectal  (EDR):  Este  es  el  método  tradi- 
cional de  diagnosticar  lesiones  en  la  Próstata.  Estadísti- 
camente hablando  sabemos  que  en  el  1.3-1. 7%  de  los 
EDR  se  encuentra  cáncer  en  la  glándula^  y que  la  posibi- 
lidad de  no  encontrar  lesión  presente  y en  manos  experi- 
mentadas puede  llegar  hasta  un  50%.  Por  otro  lado 
tenemos  que  reconocer  que  la  mayoría  de  los  tumores  se 
encuentran  en  la  Zona  Periferal  que  es  la  que  podemos 
palpar  en  el  EDR.  El  examen  rectal  nos  ayuda  también  a 
encontrar  otras  lesiones  como  por  ejemplo  tumores  del 
ano  y recto. 

Antígeno  Prostático  Específico  (PSA  ó “Prostatic 
Specific  Antigen”):  Esta  es  una  proteína  producida  sola- 
mente por  el  epitelio  prostático.  Lo  que  hoy  conocemos 
como  PSA  fue  probablemente  descrita  por  primera  vez 
por  Hara  en  Japón  en  1971  y la  llamó  gamma-seminopro- 
teína.*  En  1978  Sensabaugh  en  California  lo  descubre  en 
el  semen  en  un  intento  de  conseguir  una  proteína  más 
estable  que  la  fosfatasa  ácida  en  la  identificación  de  casos 
de  violación.’  Estudios  subsiguientes  en  varios  centros, 
tanto  en  los  Estados  Unidos  como  en  Europa  y Japón, 
han  refinado  los  métodos  de  laboratorio  y las  probabili- 
dades de  su  uso  en  el  diagnóstico  inicial  del  cáncer  prostá- 
tico. Se  ha  encontrado  que  cualquier  estado  patológico 
de  la  glándula  causa  elevación  del  PSA  lo  que  disminuye 
su  especificidad.  Por  ejemplo,  la  hiperplasia  benigna 
eleva.  3ng/ mi  por  cada  gramo  de  tejido;  mientras  que  el 
cáncer  lo  eleva  3.5ng/ml  por  igual  cantidad  de  tejido.  En 
su  determinación  química  se  pueden  usar  uno  de  tres 
métodos:  a saber,  el  método  por  radioinmunoensayo 
(Yang),  técnica  inmunométrica  monocional  (Hybritech) 
y la  inmunométrica  policional  (Diagnostic  Products).  El 
PSA  aumenta  proporcionalmente  al  grado  del  tumor 
según  la  escala  Gleason  ya  que  ambos  se  basan  en  masa 
tumoral  presente.* 
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Cualquier  lesión  prostática  puede  elevar  el  PSA,  inclu- 
yendo el  EDR.  Por  tanto  debemos  esperar  por  lo  menos 
dos  semanas  después  del  examen  antes  de  hacer  la  deter- 
minación química. 

Un  PSA  de  más  de  lOng/ml  indica  una  gran  probabi- 
lidad de  cáncer.  El  44%  de  los  tumores  localizados 
(Estadios  A y B)  presentan  la  prueba  elevada;  y un  30% 
la  tienen  normal.  La  posibilidad  de  elevación  aumenta  a 
medida  que  el  estadio  avanza.'*'  * 

Sonografía  Prostática:  Sin  pretender  entrar  en  detalle 
en  los  aspectos  técnicos  de  la  sonografía,  tenemos  que 
indicar  que  la  base  de  esta  modalidad  se  basa  en  el  prin- 
cipio piezoeléctrico  que  convierte  energía  eléctrica  en 
mecánica  y vice  versa.  Si  añadimos  el  uso  de  un 
transductor-receptor  pulsátil,  obtenemos  una  figura  de  la 
recepción  y reflejo  de  ondas  de  sonido  sobre  superficies 
de  diferentes  densidades.  Los  nuevos  tranductores  multi- 
planos  nos  ayudan  a visualizar  el  órgano  en  sus  diferentes 
planos  sin  necesidad  de  otros  aditamentos.® 

Aunque  tradicionalmente  dividíamos  la  próstata  en  5 
lóbulos,  hoy  sabemos,  gracias  a disecciones  en  glándulas 
normales  y el  uso  de  la  sonografía,  que  no  es  así.  La  uretra 
es  el  elemento  clave  en  la  división  de  las  zonas  prostá- 
ticas.  El  tejido  anterior  a la  uretra  es  primordialmente 
fíbromuscular  sin  ninguna  repercusión  clínica  de  impor- 
tancia. El  tejido  glandular  se  encuentra  relacionado  a la 
uretra  prostática  distal.  Aquí  podemos  distinguir  dos 
zonas:  Zona  Central-relacionada  a los  ductos  eyacula- 
dores,  correspondiendo  a un  25%  del  tejido  y es  el  más 
propenso  a desarrollar  hiperplasia.  La  otra  zona  es  la 
Periferal  con  un  75%  del  total  y es  la  que  es  más  suceptible 
a malignizarce.  Ambas  zonas  son  morfológicas  y embrio- 
lógicamente diferentes.  En  la  uretra  prostática  proximal 
encontramos  dos  áreas  pequeñas:  Zona  Transicional  y la 
Región  Periuretral.  Como  indicáramos  anteriormente,  es 
en  las  Zonas  Periferal  y Transicional  que  encontramos  la 
mayoría  de  los  tumores  malignos,  en  especial  en  la 
primera  donde  vemos  el  70%.^’ 

Estadísticamente  hablando,  la  sonografía  puede  fallar 
hasta  un  30%  de  los  tumores  que  se  palpan  (Falsos 
Negativos)  y solo  un  20%  de  las  lesiones  hipoecóicas  son 
cancerosas  (Falsos  Positivos).  Hay  que  recalcar  que  no  es 
el  Sonograma  Pélvico  el  indicado  para  diagnosticar 
lesiones  prostáticas;  sino  el  Prostático  propiamente 
dicho. 

Para  determinar  cual  es  la  forma  racional  del  uso  de 
estos  tres  métodos  diagnósticos  Cooner^  estudió  prospec- 
tivamente 2634  casos  de  50  a 89  años  de  edad.  Los 
hallazgos  más  significativos  de  ese  estudio  son  los 
siguientes: 

Detecto  cáncer  de  la  próstata  en  383  casos  ó un  14.5% 
del  total  de  los  estudiados. 

El  EDR  fue  positivo  en  884;  de  los  cuales  288  ó un 
32.6%  (288/884)  probaron  tener  cáncer.  De  los  1750 
casos  con  el  EDR  negativo  encontró  lesión  cancerosa  en 
un  5.4%  (95/1750)  (Falsos  Negativos). 

Se  diagnóstico  cáncer  en  un  4.5%  de  los  casos  con  un 
PSA  menor  de  4ng/ml  (77/171 1);  en  un  17%  (93/535)  si 
fue  de  4 a 10ng/ml;y  en  un  53%  (2 13/400)  si  fue  mayor  de 
lOng/ml. 

Ambos,  el  EDR  y el  PSA  fueron  normales  en  1265 
casos  de  los  cuales  en  3 1 se  diagnosticó  cáncer  (2.5%).  Si 


ambos  fueron  positivos  y el  PSA  fue  mayor  de  4ng/ml 
(438  casos)  se  encontró  tumor  en  55.3%  (242  casos)  y si 
fue  mayor  de  lOng/ml  (256  casos)  fue  un  65.6%  o 168 
casos  diagnosticados. 

Se  estima  que  habría  que  hacer  40  sonogramas  para 
encontrar  un  lesión  si  el  EDR  y el  PSA  son  normales,  el 
cual  lo  más  probable  que  sea  de  aquellas  lesiones  clínica- 
mente no  signifícativas. 

Guías  para  la  Detección  del  Cáncer  Prostático: 

Según  recomienda  el  Instituto  Nacional  del  Cáncer,^  el 
EDR  y PSA  son  la  antesala  para  la  Sonografía  Prostática 
que  no  debe  usarse  como  método  inicial  de  diagnóstico. 

Si  el  EDR  es  positivo,  irrespectivo  del  PSA,  se  debe 
hacer  un  estudio  sonográfico.  Si  ésta  es  positiva  debe  pro- 
ceder a nacer  una  biopsia  de  la  lesión  dirigida  por  la  sono- 
grafía. De  ser  negativa  deberán  hacerse  biopsias  en  los  6 
sextantes. 

Si  el  EDR  es  negativo  y el  PSA  es  menor  de  4ng/ml  se 
repetirá  el  estudio  en  un  año. 

Si  el  EDR  es  negativo  y el  PSA  es  de  4-lOng/ml  habrá 
una  probabilidad  de  encontrar  cáncer  en  el  5.5%  de  los 
casos  y por  lo  tanto  se  hace  una  sonografía.  Si  el  sono- 
grama es  negativo  y la  zona  transicional  es  pequeña  y no 
explica  la  elevación  del  PSA,  se  toman  6 biopsias  en  los 
sextantes;  si  por  el  contrario,  el  tamaño  de  esta  zona  es  de 
un  tamaño  que  explique  la  elevación,  se  repiten  el  EDR  y 
PSA  en  un  año. 

Si  el  EDR  es  negativo  y el  PSA  es  de  10-20ng/ml,  se 
hace  una  sonografía;  y si  se  encuentra  una  lesión,  se 
biopsia;  o en  los  6 sextantes  de  ser  negativo  a menos  que 
la  Zona  Transicional  sea  grande  y explique  el  aumento  en 
PSA.  En  este  caso  se  repiten  los  estudios  en  6 meses. 

Con  el  PSA  mayor  de  20ng/ml  se  hace  el  estudio  sono- 
gráfíco  y si  se  encuentra  una  lesión,  se  biopsia.  Si  la  Sono- 
grafía es  negativa,  se  hacen  biopsias  en  los  6 sextantes.  Si 
las  biopsias  son  negativas,  se  repiten  los  estudios  en  3 
meses.  Si  el  PSA  no  ha  variado  o ha  aumentado,  se 
repiten  las  biopsias  estando  seguro  que  se  obtiene  mate- 
rial de  la  Zona  Transicional. 

Este  protocolo  debe  iniciarse  a los  40  años,  de  edad  en 
que  empezamos  a ver  este  tipo  de  malignidad'  y debe 
repetirse  anualmente.  A pesar  que  la  incidencia  va 
aumentando  con  la  edad,  de  los  55  a los  70  años  el  tumor 
es  curable  con  cirugía  radical  y por  tanto  nuestra  reco- 
mendación es  hacer  el  EDR  y PSA  cada  6 meses. 

Hay  que  reconocer  que  aún  con  el  uso  de  estas  técnicas, 
se  puede  fallar  el  diagnóstico  de  algunos  tumores.  El 
paciente  debe  estar  consciente  de  ésto.  Médico  y paciente 
debemos  reconocer  las  limitaciones  de  cualquier  método 
o procedimiento  diagnóstico;  pero  el  buen  uso  de  la  tec- 
nología disponible  nos  ayuda  a mejorar  la  probabilidad 
diagnóstica. 

Abstract:  We  herein  describe  teh  diagnostic  methods 

available  for  the  screening  of  Carcinoma  of  the  Prostate.  As 
recommended  by  the  NCI.  Rectal  Digital  Exam  (RDE)  and 
Prostatic  Specific  Antigens  (PSA)  are  the  usual  screening 
methods  to  be  use.  Depending  on  their  results,  we  proceed 
with  Transrectal  Prostatic  Ultrasound  with  or  without 
biopsy. 
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If  you  could  look  into 
the  eyes  of  generations 
yet  to  come,  you  would  be 
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$500,000,000  OF  RESEARCH 
HELPED  CLIFF  SHAW 
PLAY  BASEBALL  AT  AGE  85. 


In  November  1973.  Clift'Shaw  was  stricken  with 
cancer. 

Fortunately,  it  was  detected  early  enough.  And  with 
surgery.  Clift' was  able  to  continue  living  a healthy,  active  life. 

There  was  a time  when  such  a diagnosis  was  virtually 
hopeless. 

But  today,  cancer  is  being  beaten.  Over  the  years,  we've 
spent  $500,000,000  in  research.  And  we’ve  made  great 
strides  against  many  forms  of  cancer. 

With  early  detection  and  treatment,  the  survival  rate 
for  colon  and  rectal  cancer  can  be  as  high  as  75%.  Hodgkin's 
disease,  as  high  as  74%.  Breast  cancer,  as  high  as  90%. 

Today,  one  out  of  two  people  who  get  cancer  gets  well. 

It's  a whole  new  ball  game. 


y AAAERICAN  CANCER  SOCIETY 

^ Help  us  keep  winning. 


Notas  Pediátricas/ Pediatrics  News 


Cólera  en  Pediatría 

Dr.  Manuel  Cañaba!,  FAAP 


j n vista  de  la  rápida  propagación  de  la  epidemia  de 
Cólera  en  Perú  y de  los  comprobados  brotes 
epidémicos  en  países  vecinos  de  Sur  América,  y las  proba- 
bilidades de  que,  como  va  la  situación,  asuma  propor- 
ciones pandémicas  y que  nuestro  país  no  está  libre  de  la 
posibilidad;  creemos  apropiado  y a tiempo,  intentar  una 
“Puesta  al  Día”  y refrescar  conocimientos  sobre  esta 
terrible  enfermedad,  en  la  cual  los  niños  son  tal  vez  los 
más  frágiles  y susceptibles. 

Referimos  a los  interesados  al  artículo  publicado  en  la 
edición  de  abril  de  este  boletín,  donde  pueden  hallar 
detalle  sobre  la  gente  causal  de  esta  enfermedad. 

A.  CONCEPTO  - El  Cólera  Morbo  Asiático  es  una 
enfermedad  infecciosa,  sumamente  contagiosa,  que, 
desde  la  India  y China,  ha  invadido  reiteradamente  el 
resto  del  mundo  azotando  con  pandemias  excesivamente 
mortíferas. 

Hipócrates  escribió  la  siguiente  observación:  “Eutí- 
quides  sufrió  una  afección  colérica  que  concluyó  con  con- 
vulsiones tetánicas  de  las  extremidades  inferiores.  Había 
presentado  abundantísimas  deposiciones  y vómitos 
durante  tres  días  y tres  noches  consecutivas;  al  final  sus 
evacuaciones  blanquisinas  cesaron  y se  suspedió  la 
orina.” 

Celso  fue  el  primero  que  analizó  el  carácter  blanque- 
cino de  las  Heces  Coléricas,  y de  ahí  que  en  Erancia  se 
denominen  “Selles  Cerciennes” . 

La  Palabra  Cólera,  ya  usada  por  los  griegos,  parece 
provenir  de  la  Helénica  “Choli-Ra”,  que  significa  enfer- 
medad maligna.  En  la  India  se  le  denomina  “Mari”,  que 
significa  enfermedad  mortal.  En  china  “Alosan”  y 
“Taun”  y en  Persia  “Uleb”. 

B.  ETIOLOGIA  - La  enfermedad  la  causa  una  Ente- 
rotoxina  elaborada  por  el  Vibrio  cholerae,  bacilo  en 
forma  de  coma  o vírgula  de  Koch.  Es  una  bacteria  de  la 
familia  de  las  Espiriláceas.  Tiene  una  pestaña  terminal 
que  le  confiere  motilidad.  Mide  de  1-5  mieras.  Se  tiñe  muy 
bien  con  las  anilinas.  Es  gram  negativa  y aeróbica.  Licúa 
la  gelatina.  Es  muy  sensible  al  calor  y a los  ácidos.  Forma 
Indol  y reduce  los  nitratos.  Cultivado  en  solución  de 
peptona;  al  añadirse  ácido  sulfúrico  da  un  “color  rojo 
cólera”  característico. 

Tiene  2 biotipos.  El  biotipo  El  Thor  — que  es  más  fre- 
cuente en  portadores — y el  Clásico.  Los  serotipos 
(Ogama  & Inaba)  se  basan  en  antígenos  0 (somáticos). 
Solo  el  grupo  0-1  se  asocia  a epidemias.  La  toxina  actúa 


estimulando  la  producción  de  “Monofosfato  de  Adeno- 
sina”  cíclico  en  las  células  de  la  mucosa,  causando  una 
pérdida  severa  de  agua. 

C.  EPIDEMIOLOGIA  - En  las  pasadas  dos  décadas 
se  ha  propagado  desde  India  y el  Suroeste  Asiático  a 
Africa,  Sur  de  Europa  y Oceania.  En  los  E.U.  la  costa  del 
Golfo  y la  de  Luisiana  a Texas  contituyen  focos  endé- 
micos. 

El  ser  humano  es  el  único  huésped  conocido,  pero 
puede  existir  libremente  en  el  ambiente.  La  ingestión  de 
agua  y alimentos  contaminados  especialmente  mariscos, 
es  una  importante  forma  de  adquirirlo. 

El  cocinar  bien  los  alimentos  mata  el  germen.  La  con- 
taminación de  persona  a persona  no  está  ampliamente 
documentada.  El  período  de  incubación  es  por  lo  general 
de  2-3  días;  pero  puede  variar  pocas  horas  hasta  cinco 
días. 

Un  diez  porciento  de  los  habitantes  de  la  comunidad  y 
hasta  un  veinte  porciento  de  los  familiares  puede  ser  por- 
tadores durante  epidemias. 

El  Vibrio  puede  sobrevivir  unas  dos  semanas  en 
alimentos  a temperatura  ambiental  y más  tiempo  en  refri- 
gerados y congelados. 

D.  MANIFESTACIONES  CLINICAS  - Luego  de  el 
período  de  incubación,  aparecen  las  diarreas;  acuosas, 
abundantes,  casi  continuas,  sin  dolor,  tenesmo,  ni  irrita- 
ción perianal.  Estas  diarrea  acuosas  son  claras,  ricifor- 
mes  (como  agua  de  arroz).  A veces  son  intermitentes  que 
progresan  a continuas. 

Toda  la  sintomatología  y signos  de  deshidratación 
aguda  y severa,  transcurre  en  pocas  horas  hasta  llegar  al 
letargo,  convulsiones,  coma  y muerte  debido  a shock 
hipovolémico  y anuda. 

E.  PRUEBAS  DIAGNOSTICAS  - El  V.  cholerae  se 
puede  cultivar  y tipificar  por  aglutinaciones  con  antí- 
genos específicos.  Se  puede  hacer  un  diagnóstico  rápido 
tentativo  con  una  muestra  de  heces  fecales  en  el  micros- 
copio de  campo  obscuro. 

F.  TRATAMIENTO  - La  rehidratación  por  vía  endo- 
venosa es  esencial  y debe  ser  instituida  muy  temprano  en 
la  enfermedad.  Hay  que  atender  el  balance  electrolítico  y 
vigilar  los  niveles  de  potasio. 

La  Tetraciclina  (50  mg/kg/día  [max.  2gm./dia]  se 
debe  dar  oralmente  por  3 a 5 días  resultando  en  una  erra- 
dicación temprana  de  los  Vibrios  y disminución  en  la 
duración  de  la  diarrea.  En  niños  de  menos  de  nueve  años. 
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se  debe  usar  Trimetrophina-Sulfamethozale  8 mg./kg/día 
de  Trimetrophina  y 40mg/kg./día  de  Sulfamethoxazole). 
También  se  puede  usar  Fazolidina  (5-8mg/kg/día). 

En  vista  de  que  la  acción  tóxica  se  puede  bloquear  por 
la  inhibición  de  la  síntesis  de  la  prostaglandina  con  indo- 
metacina  o aspirina  se  pueden  usar  estas.  Como  el  Vibrio 
requiere  un  medio  alcalino  para  sobrevivir  se  recomienda 
no  tomar  alcalinos  y fomentar  la  secreción  de  jugos  gás- 
tricos mediante  la  ingestión  de  alimentos  no  contami- 
nados. 

G.  MEDIDAS  DE  CONTROL 

1.  Higiene  - Como  el  cólera  se  propaga  por  agua  y ali- 
mentos contaminados;  la  purificación  o hervida  del 
agua  es  indispensable.  Los  alimentos,  especialmente 
mariscos  deben  ser  cocinados. 

2.  Vacunación  - La  vacuna  disponible  tiene  un  valor 
profiláctico  limitado;  solo  protege  a un  50%  de  los 
inmunizados  y solo  de  3-6  meses. 

Se  administra  una  serie  primaria  de  2 dosis  adminis- 
trada con  una  semana  a un  mes  de  separación.  Se  deben 
repetir  cada  6 meses  si  es  necesario. 

La  dosis  varía  según  la  edad:  De  6 meses  a 4 años 


(0.2  mi),  de  5 a 10  años  (0.3  mi.)  sobre  100  años 
(0.5  mi.).  Se  puede  administrar  subcutáneamente  o I.M. 

Una  vacuna  experimental  de  componentes  purificados 
del  V.  colerae  y otra  de  las  células  completas  muertas 
muestra  ser  efectivas  y bien  tolerada  por  vía  oral. 

H.  QUE  MEDIDAS  ESPECIALES  ACTUALES 
RECOMENDAMOS  SE  HAGAN  EN  PUERTO 
RICO  ANTE  LA  POSIBILIDAD  REAL  DE  QUE 
NOS  LLEGUE  LA  EPIDEMIA. 

1 . Mejorar  los  sistemas  de  purificación  de  agua  e insistir 
en  que  se  hierva  toda  el  agua  que  se  va  a tomar. 

2.  Campaña  educativa  masiva  instando  en  que  se 
cocine  toda  la  comida;  especialmente  mariscos. 

3.  Prohibir  la  importación  de  alimentos  procesados  o 
no;  provenientes  de  cualquier  país  donde  se  reporte 
un  brote  de  cólera. 

4.  Exigir  un  certificado  de  vacunación  válido,  de  no 
más  de  6 meses  a pasajeros  de  cualquier  país  con 
brote  de  cólera.  Si  el  pasajero  no  está  vacunado,  se 
debe  recluir  en  cuarentena  por  7 días. 

5.  Aislar  hasta  su  curación  los  pacientes  que  adquieran 
la  enfermedad. 


Killer 


''  Among  many  young  women,  smoking  is  viewed  as  stylish. 

It  is  not.  Smoking  is  deadly. 

If  you  smoke,  please  consider  stopping.  For  help,  information  and  support, 
please  contact  your  local  American  Cancer  Society. 
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Cápsulas  Médicas/ 
Medical  Capsules 

Adolfo  Pérez-Comas,  MD,  PhD 

CONTINUA  EN  AUMENTO  EL  USO  DE  TABACO 

De  acuerdo  con  el  Council  on  Scientific  Affairs  el  uso 
del  tabaco  se  ha  incrementado  a nivel  mundial  en  un  75% 
en  los  últimos  20  años.  Más  de  cinco  trillones  de  cigarri- 
llos fueron  fumados  en  1986.  A pesar  de  restricciones  y 
advertencias  sobre  su  posible  daño  el  incremento  con- 
tinúa. 

Council  on  Scientific  Affairs:  The  Worldwide  Smoking 
Epidemic.  JAMA  1990,  263:3312-21 

RECOMIENDE  UNA  MAMOGRAFIA 

La  mortalidad  del  cáncer  de  seno  disminuye  en  forma 
directa  con  el  empleo  de  diagnóstico  temprano,  constitu- 
yendo la  mamografía  un  medio  diagnóstico  de  extrema 
utilidad.  De  acuerdo  al  National  Cancer  Institute  las 
metas  proyectadas  en  1986  para  el  año  2000  de  que  por  lo 
menos  el  80%  de  las  mujeres  en  edades  de  50-70  años  sean 
evaluadas  con  un  examen  clínico  del  seno  y una  mamo- 
grafía  del  seno  una  vez  al  año,  están  muy  lejanas  de 
alcanzar.  Se  recalca  la  importancia  del  diagnóstico 
temprano. 

The  NCl  Breast  Cancer  Screening  Consortium:  Screening 
Mammography:  A mixed  Clinical  Opportunity?  JAMA 
1990,  26454-8 

AUMENTO  DE  PESO  Y EL  DEJAR  DE  FUMAR 

El  dejar  de  fumar  se  ha  asociado  con  un  incremento  de 
peso,  pero  sólo  ocurre  en  una  minoría  de  los  que  lo  hacen. 
Para  aquellos  que  lo  precisen  se  deberán  establecer  las 
medidas  adecuadas  de  control  de  peso. 

DE  Williamson  y colbs.  Smoking  Cessation  and  Severity 
of  Weight  Gain  in  a National  Cohort.  NEJM  1991, 
324:739-745 


MEETING:  20  CME 

16Th  Caribbean  Symposium  in  Anesthesiology 
and  Related  Fields 

“Clinical  Assessment  of  Anesthetic  Practice” 
November  20  to  November  24,  1991 

EL  SAN  JUAN  HOTEL  & CASINO,  SAN  JUAN,  P.R. 
For  information: 

Miguel  Colón-Morales,  M.D. 

P.O.  BOX  364547 
San  Juan,  P.R.  00936 
or  call  Ms.  Jemail: 

Phone  & Fax  #(809)  758-9200 


Sirviendo  al  Pueblo 
y a la 

Profesión  Médica 
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No  matter 
what  blood 
type  you  are, 
if  you’re  a 
donor, 
you’re  the 
type  this 
world  can’t 
live  without. 
Please  give. 


CARTAS  AL  EDITOR/ 
LETTERS  TO  THE  EDITOR 


yo!.  83  Num.  5 


April  1991 

TO:  Reporters,  Editors,  Medical  Writers 

FROM:  Carolyn  Kolbaba,  Michelle  Zajac 

Elizabeth  Strittmater 

RE:  Pediatrician  Referral  Service 

The  American  Academy  of  Pediatrics  (A  AP)  has  a pedia- 
trician referral  service  available  to  the  public. 

We  can  provide  your  readers,  listeners  or  viewers  with  the 
names  and  addresses  of  AAP  members  in  various  parts  of 
the  country.  Please  ask  your  audience  to  list  the  cities  or 
towns  they  would  like  to  receive  a listing  of  pediatricians 
from.  If  they  are  looking  for  a subspecialist  (i.e.,  neuro- 
logy, nutrition,  immunology),  this  should  also  be  stated. 
This  information  should  be  sent  with  a self-addressed, 
stamped,  business-sized  envelope  (SASE)  to: 

American  Academy  of  Pediatrics 

Pediatrician  Referral 

141  Northwest  Point  Blvd. 

P.O.  Box  927 

Elk  Grove  Village,  IL  60009-0927 

We  regret  that  we  are  unable  to  fulfill  requests  that  do  not 
include  a SASE.  We  also  cannot  fulfill  requests  by  phone, 
and  ask  that  you  please  do  not  cite  the  Academy’s  or  any 
individual’s  phone  numbers. 

Should  you  have  any  additional  questions  or  comments 
regarding  this  service,  please  contact  Carolvn  Kolbaba 
(708/981-7945),  Michelle  Zajac  (708/981-7389)  or  Elizabeth 
Strittmater  (708/981-7943) 


LISTA  DE  ANUNCIANTES 

SEGUROS  DE  SERVICIOS  DE  SALUD 
Triple  S 

PALISADES  PHARMACEUTICALS,  INC. 
Yocon 


If  you  haven’t  had 
a mammogram, 
you  ieed  more 
than  your  breasts 
examined. 


A mammogram  is  a 
safe,  low-dose  X-ray  that 
can  detect  breast  cancer 
before  there’s  a lump.  In 
other  words,  it  could  save 
your  life  and  your  breast. 

If  you’re  a woman 
over  35,  be  sure  to  schedule 
a mammogram.  Unless 
you’re  still  not  convinced 
of  its  importance. 

In  which  case,  you 
may  need  more  than  your 
breasts  examined. 


U.S.  ARMY 

G.D.  SEARLE  «fe  CO. 
Calan  SR 


Find  the  time. 
Have  a mammogram. 


AMERICAN 
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Mammography  can  detect 
breast  cancers  even  smaller 
than  the  hand  can  feel. 


For  too  many  years  breast  cancers  that 
could  have  been  cured  could  not  be  found. 
The  only  means  available  was  the  human 
hand.  When  mammography  (low-dose  x-ray 
examination)  proved  it  could  detect  lumps  in- 
finitely smaller  than  fingers  could  feel,  at 
minimal  risk,  a great  breakthrough  was 
achieved.  Now  there  is  hope  that  the  leading 
cause  of  cancer  deaths  in  women  will  lose  its 
place  in  outlives. 

Women,  without  symptoms  of  breast 
cancer,  ages  35  to  39,  should  have  one  mam- 


mogram for  the  record;  women  40  to  49 
should  have  a mammogram  every  one  to  two 
years,  and  women  50  and  over,  once  a year. 
All  women  are  advised  that  monthly  breast 
self-examination  is  an  important  health  habit. 
Ask  your  local  Cancer  Society  for  free  infor- 
mation on  mammog- 
raphy and  breast  self- 
examination. 

The  American 
Cancer  Society  wants 
you  to  know. 


AMERICAN 
V CANCER 
i^SOOETY’ 


AMERICAN  ACADEMY 
OF  PEDIATRICS 


INFANTS’  SENSE  OF  SMELL  APPARENT 
WITHIN  FIRST  HOURS  OF  LIFE 


Chicago — According  to  a new  study,  infants  appear 
capable  of  learning  complex  smell  responses  as  early  as 
the  first  hours  of  life  and  this  may  play  a role  in  babies’ 
recognition  of  their  mothers. 

Published  in  the  April  issue  of  Pediatrics,  the  journal  of 
the  American  Academy  of  Pediatrics  (AAP),  the  study 
also  suggess  that  this  early  sense  of  smell  may  assist  pre- 
mature infants  in  developing  an  enhanced  or  streng- 
thened relationship  to  their  mother  or  caretaker. 

One-day  old  male  and  female  infants  born  at  the 
University  of  California,  Irvine  Medical  Center,  were 
given  citrus  odors  followed  by  stroking  10  times  for  30 
seconds.  Control  babies  received  only  the  odor,  only  the 
stroking,  or  the  stroking  followed  by  the  odor.  The  next 
day,  all  infants,  either  awake  or  asleep,  were  given  the 
citrus  odor  five  times  for  30-seconds  each. 

Only  those  infants  who  received  the  pairing  of  the  odor 
with  the  stroking  exhibited  a conditioned  response  to  the 
citrus  olor — they  turned  their  heads  toward  the  smell. 
Also,  both  awake  and  asleep  infants  exhibited  condi- 
tioned responses  and  these  responses  were  odor  specific, 
the  study  said. 

Conducted  by  researchers  at  the  Departments  of 
Pediatrics  and  Psychobiology,  University  of  California, 
Irvine,  and  Irvine  Medical  Center,  the  study  suggests  that 
associative  learning  may  be  involved  in  the  infants’ 
responses  to  the  odor. 

This  relatively  simple  conditioning  example  may  be 
used  as  one  of  a battery  of  tests  to  diagnose  neurological 
problems  associated  with  cognitive  functioning,  the 


study  said.  “Thus,  treatment  for  these  neurological 
pathologies  may  begin  during  the  neonatal  period  when 
the  brain  is  highly  plastic,’’  the  authors  said. 

“Additionally,  it  appears  as  though  the  tactile  stimula- 
tion provided  by  stroking  has  reinforcing  value  to  human 
newborns.  It  is  possible  that  this  type  of  olfactory  lear- 
ning plays  a role  in  the  neonate’s  recognition  of  its 
mother’s  odor.” 

In  conclusion,  the  authors  said  that  as  premature 
infants  must  be  separated  from  their  mothers  — which 
may  not  be  ideal  for  the  mother-infant  relationship — 
application  of  these  results  may  assist  premature  infants 
in  developing  an  attraction  to  their  mothers’  odors. 

The  American  Academy  of  Pediatrics  is  an  organiza- 
tion of  41,000  pediatricians  dedicated  to  the  health,  safety 
and  well-being  of  infants,  children,  adolescents  and 
young  adults. 


PARENTAL  PRESENCE  AT  BEBTIME 
CONTRIBUTES  TO  INFANTS’  NIGHT  WAKING 


Chicago — According  to  a recent  study,  when  parents 
were  present  as  their  infants  fell  asleep  at  bedtime,  the 
babies  were  significantly  more  likely  to  wake  at  night 
than  infants  whose  parent  were  not  present. 

“These  findings  may  be  clinically  important,  because  if 
night  waking  is  learned,  that  it  may  be  unlearned. ..or 
even  prevented,”  the  study  said.  It  was  published  in  the 
April  issue  of  Pediatrics,  the  journal  of  the  American 
Academy  of  Pediatrics  (AAP).  Previous  information  has 
suggested,  the  authors  said,  that  parents  can  contribute 
to  problem  night  waking  when  they  rock,  hold,  or  feed 
their  infants  at  bedtime.  “When  this  occurs,  the  infant 
establishes  a learned  association  between  parental 
presence  and  falling  asleep;  when  the  infant  is  aroused 
during  rapid  eye  movement  period  of  sleep,  he  or  she  may 
need  the  same  condition  to  return  to  sleep,  having  not 
learned  to  fall  asleep  unaided.” 

The  study  was  conducted  by  researchers  from  the  Divi- 
sion of  Developmental  and  Behavioral  Pediatrics, 
Department  of  Pediatrics,  Boston  City  Hospital,  Boston 
University  School  of  Medicine  and  Public  Health,  and 
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the  Department  of  Pediatrics,  Lahey  Clinic  Medical 
Center,  Burlington,  Massachusetts. 

In  the  study,  122  mothers  from  the  Burlington, 
Massachusetts  are  completed  a questionnaire  about  their 
infant’s  feeding  and  sleeping  behavior.  The  infants 
ranged  in  age  from  8-12  months;  56  percent  were  boys 
and  95  percent  were  white. 

Forty  (33  percent)  of  the  mothers  reported  that  a 
parent  was  routinely  present  when  the  infant  went  to 
sleep,  whereas  82  (67  percent)  reported  that  a parent  was 
not.  All  infants  averaged  4.1  night  wakings  per  week. 
However,  infants  whose  parents  were  present  averaged 
6.2  wakings,  compared  with  infants  whose  parents  were 
not  present,  who  averaged  3.1  wakings.  The  authors 
define  frequent  night  waking  as  seven  or  more  wakings 
per  week,  which  was  significantly  more  common  in 
infants  whose  parents  were  present  at  bedtime  (40  per- 
cent vs.  22  percent). 

In  their  analysis,  the  authors  reviewed  maternal  feel- 
ings of  isolation;  infant  gender,  difficult  temperament, 
use  of  pacifier  or  thumb-sucking;  breast-feeding;  and  pre- 
sence of  siblings. 

According  to  the  authors,  night  waking  is  considered 
“normal”  during  the  first  6 months  of  life,  but  waking 
beyond  that  age  is  often  a disruption  and  concern  for 
many  parents.  “Parents  report  between  10  and  44  percent 
of  infants  between  4 and  15  months  of  age  wake  at  night, 
with  diminishing  frequency  between  birth  and  1 year  of 
age,”  the  study  said. 

The  authors  said  the  analysis  also  showed  a trend  for 
parents  to  report  more  night  waking  in  more  infants  with 
difficult  temperament.  They  are  investigating  whetheran 
intervention  partly  based  on  these  findings  and  imple- 
mented by  pediatricians  as  part  of  routine  guidance  in 
early  infancy  can  prevent  later  night  waking. 

The  American  Academy  of  Pediatrics  is  an  organiza- 
tion of  41,000  pediatricians  dedicated  to  the  health,  safety 
and  well-being  of  infants,  children,  adolescents  and 
young  adults. 


NEW  AAP  CHILD  CARE  BOOK  DEBUTS 

Chicago — Choosing  a pediatrician. ..developmental 
guidelines  for  infants  and  young  children. ..health  and 
safety  information.  All  of  these  topics  — including  a 
month-by-month  guide  to  the  first  year — and  more  are 
covered  in  the  American  Academy  of  Pediatrics’  (AAP) 
new  book  for  parents,  “Caring  for  your  Baby  and  Young 
Child;  Birth  to  Age  5,”  published  by  Bantam  Books  this 
month. 

Steven  Shelov,  M.D.,  editor-in-chief  of  the  AAPbook, 
and  professor  and  associate  vice  chairman  of  pediatrics  at 
Albert  Einstein  College  of  Medicine  and  Montefiore 
Medical  Center,  New  York,  says  that  the  more  patients 
and  their  families  know,  the  more  they  can  apply  their 
knowledge  and  better  their  coping  abilities. 

Over  70  pediatricians  were  involved  in  the  develop- 
ment and  review  of  the  material  included  in  the  book, 
which  has  been  in  the  works  for  five  years.  The  book’s 
associate  medical  editor  is  Robert  Hannemann,  M.D., 


professor  of  child  psychology  at  Purdue  University,  West 
Lafayette,  Indiana. 

This  book  is  the  first  in  a three-volume  series  by  the 
Academy.  It  will  be  followed  in  fall  1991  by  “Caring  for 
Your  Adolescent:  Ages  12  to  21,”  and  in  spring  1992  by 
“Caring  for  Your  School-Age  Child:  Ages  6 to  11”. 

The  firsts  half  of  the  book  is  an  illustrated  parenting 
manual.  The  second  half  is  an  encylopedic  guide  to  recog- 
nizing and  dealing  with  health  problems  with  125  topics 
such  as  medical  emergencies,  immunization  and  birth 
defects. 

The  book  is  available  to  the  public  at  25  percent  off  the 
regular  price  by  sending  a check  or  money  order  for 
$22.95  plus  $3.95  shipping  and  handling  to:  AAP  Publi- 
cations/Child Care  Book,  141  Northwest  Point  Blvd., 
P.O.  Box  927,  Elk  Grove  Village,  IL  60009. 

The  American  Academy  of  Pediatrics  is  an  organiza- 
tion of  41,000  pediatricians  dedicated  to  the  health,  safety 
and  well-being  of  infants,  children,  adolescents  and 
young  adults. 


Nowj 

Breast  Cancer 
HasVirtually 
Nowherel) 
ffide. 

The  best  weapon  against  breast 
cancer  is  early  detection.  And  that’s  why 
a mammogram  is  so  important.  It  “sees’.’ 
breast  cancer  before  there’s  a lump,  when 
the  cure  rates  are  near  100%.  That  could 
save  your  life;  it  might  even  save  your 
breast.  Although  not  perfect,  a mammo- 
gram is  still  the  most  effective  weapon 
against  breast  cancer.  And  if  you’re  over 
35,  it’s  essential  you  have  one.  Because  all 
breast  cancer  needs  is  a place  to  hide. 

Have  A Mammogram. 
Givelfourself  The  Chance 
Of  A Lifetime. 
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CANCER  DEATHS  TIED  TO  OAK  RIDGE 
NUCLEAR  FACILITY  EMPLOYMENT 


Chicago — For  the  first  time,  cancer  death  rates  have 
been  associated  with  radiation  doses  at  the  Oak  Ridge 
(Tenn.)  National  Laboratory,  a federal  nuclear  research 
and  testing  facility,  according  to  a study  published  in  this 
Wednesday’s  Journal  of  the  American  Medical  Association. 

There  were  1,524  deaths  from  all  causes  among  the 
8,318  white  males  hired  at  Oak  Ridge  between  1943  and 
1972,  writes  Steve  Wing,  PhD,  of  the  Department  of 
Epidemiology,  School  of  Public  Health,  University  of 
North  Carolina  at  Chapel  Hill,  with  colleagues.  When 
compared  to  all  U.S.  white  men,  the  Oak  Ridge  workers 
had  lower  than  average  mortality  risks  for  most  causes  of 
death.  The  most  significant  exception  was  leukemia, 
from  which  Oak  Ridge  workers  were  at  a 63  percent 
higher  risk  of  death  than  all  white  males. 

However,  when  looking  only  at  Oak  Ridge  workers, 
the  study  found  risks  for  cancers  increased  as  the  time 
from  radiation  exposure,  or  the  exposure  lag,  increased. 
“In  all-cause  and  all-cancer  mortality,  the  estimates  [of 
percentage  increase  in  mortality]  increased  when  morta- 
lity was  related  to  doses  received  more  than  one  and  two 
decades  past,”  they  write. 

They  found  with  a 20-year  exposure  lag,  all-cause  mor- 
tality increased  2.68  percent  per  radiation  dose,  and  all- 
cancer mortality  increased  4.94  percent  per  dose. 
Accumulated  radiation  doses  were  measured  in  10  milli- 
sievert  units,  which  is  equal  to  one  rem. 

Studies  of  the  Oak  Ridge  population  through  1977  did 
not  find  an  association  between  radiation  and  cancer 
mortality.  “A  primary  difference  between  previous 
analyses  and  the  current  one  is  the  addition  of  seven  years 
of  follow-up,”  they  write.  Previous  studies  of  Oak  Ridge 
and  other  U.S.  facilities  had  average  follow-up  times  of 
14  and  21  years;  average  follow-up  time  in  the  current 
study  was  26  years. 

“Because  the  observed  effects  have  clearly  emerged 
from  the  most  recent  period  of  follow-up  and  because  of 
long  delays  of  the  apparent  radiation  effects,  it  is  essential 
that  mortality  follow-up  continue  in  this  population  and 
in  other  populations  with  protracted  exposures  to 


chronic  low  doses  of  external  penetrating  ionizing  radia- 
tion for  which  high-quality  exposure  and  disease  follow- 
up data  are  available,”  they  conclude. 

In  an  accompanying  editorial,  William  R.  Hendee,  PhD, 
vice  president  of  the  Group  on  Science  and  Technology  at 
the  American  Medical  Association,  writes:  “If  correct, 
the  conclusions  of  Wing  et  al  are  highly  significant.” 

Hendee  says:  “More  research  is  needed  on  the  correla- 
tion between  cancer  and  low  doses  of  radiation.  Results 
of  this  additional  research  could  be  important  to  the 
design  of  radiation  protection  standards  and  practices  for 
occupationally  exposed  individuals  and  the  public  at 
large.” 

Hendee  adds  that:  “Little  in  life  is  risk  free,  including 
the  employment  of  sophisticated  technologies  like 
ionizing  radiation.  Use  of  such  technologies  should  be 
accompanied  by  assurances  that  the  benefits  far  outweigh 
the  risks  to  society  and  that  no  individuals,  such  as  radia- 
tion workers,  are  exposed  to  unnecessary  or  inordinate 
risks.” 


PEOPLE  WHO  LIVE  NEAR  NUCLEAR 
FACILITIES  ARE  SAFE  FROM  CANCER 


Chicago — no  excess  cancer  risk  was  found  in  a survey 
of  U.S.  counties  with  or  near  nuclear  facilities,  according 
to  a study  published  in  this  Wednesday’s  Journal  of  the 
American  Medical  Association. 

“No  general  increase  in  cancer  mortality  was  found  in 
counties  in  the  United  States  with  or  near  nuclear  electri- 
city generating  plants,”  writes  Seymour  Jablon,  MA,  of 
the  Radiation  Epidemiology  Branch,  Epidemiology  and 
Biostatistics  Program,  National  Cancer  Institute,  Bethesda, 
Md.,  with  colleagues. 

The  authors  conducted  a mortality  survey  of  deaths 
from  1950  to  1984  in  107  counties  with  or  near  nuclear 
facilities.  They  matched  each  study  county  to  three 
control  counties  in  the  same  region.  There  were  15 
cancers  studied,  including  leukemia,  Hodgkin’s  disease, 
colon  and  rectal  cancer,  breast  cancer,  lung  cancer  and 
cancer  of  any  digestive  organs. 

Over  the  35  years  surveyed,  900,000  cancer  deaths  were 
found  in  the  study  counties;  1 .8  million  were  found  in  the 
control  counties.  “Deaths  due  to  leukemia  or  other 
cancers  were  not  more  frequent  in  the  study  counties  than 
in  the  control  counties,”  they  write. 

The  authors  say  their  study  has  limitations.  Because  of 
the  latency  period  of  most  radiogenic  cancers,  most  of  the 
plants  have  been  in  operation  for  a time  shorter  than 
necessary  for  an  effect  to  manifest  itself;  there  was  a lack 
of  data  on  potential  confounding  factors,  such  as 
smoking  data  where  lung  cancer  deaths  occurred;  also, 
was  no  individual  exposure  data. 


205 


AMA  News 


Bol.  Asoc.  Med.  P.  Rico  - Mayo  1991 


“We  cannot  conclude  that  nuclear  facilities  have  not 
caused  any  cancer  deaths  in  persons  living  near  them,” 
they  write.  “It  can  be  concluded,  however,  that  if  nuclear 
facilities  posed  a risk  to  neighboring  populations,  that 
risk  was  too  small  to  be  detected  by  a survey  such  as  this 
one.” 

In  an  accompanying  editorial,  Geoffrey  R.  Howe, 
PhD,  of  the  Epidemiology  Unit,  University  of  Toronto, 
Ontario,  Canada,  writes  that  while  the  study  done  by 
Jablon  and  colleagues  cannot  be  regarded  as  definitive, 
“It  is,  however,  important  in  defining  one  more  piece  of 
the  puzzle.  This  study,  in  conjunction  with  the  extrapo- 
lated results  from  high-dose  studies,  provides  substantive 
evidence  that  the  normal  operation  of  nuclear  facilities  in 
the  United  State  does  not  lead  to  any  undue  risk  of  cancer 
in  those  residents  living  near  such  facilities.” 

He  adds,  “The  type  of  study  undertaken  by  Jablon  et  al 
should  help  provide  the  public  with  the  reassurance  to 
which  it  is  entitled  — that  the  normal  operations  of 
nuclear  facilities  does  not  pose  undue  public  health 
risks.” 


MEDICAL  STUDENTS  LESS  LIKELY  TO 
USE  DRUGS  THAN  CONTEMPORARIES 


Chicago — The  first  large,  representative  study  of 
medical  students’  drug  use  has  found  that  tomorrow’s 
doctors  are  less  likely  to  use  drugs  than  people  of  similar 
age,  according  to  a study  published  in  this  Wednesday’s 
Journal  of  the  American  Medical  Association. 

“Compared  with  national,  age-related  comparison 
groups,  senior  medical  students  reported  less  use  of  all 
substances  during  the  past  30  days  and  the  past  12 
months,  except  for  alcohol,  tranquilizers  and  psyche- 
delics other  than  LSD,”  writes  DeWitt  C.  Baldwin  Jr., 
MD,  from  the  Division  of  Medical  Education  Research 
and  Information  at  the  American  Medical  Association, 
Chicago,  111.,  with  colleagues. 

The  study  presents  the  results  of  2,046  senior  medical 
students  from  23  regionally  distributed  medical  schools 
who  responded  anonymously  to  a 1987  survey  of  sub- 
stance use  and  abuse.  Their  average  age  was  27.7  years; 
62.7  percent  were  men  and  37.3  percent  were  women. 

The  1 1 drugs  in  the  survey  were  a alcohol,  marijuana, 
tobacco,  cocaine,  amphetamiones,  tranquilizers,  psyche- 
delics other  than  LSD,  LSD,  other  opiates,  barbiturates 
and  heroin. 

Among  medical  students,  “alcohol  was  the  most  fre- 
quently used  substance  during  the  30  days  prior  to  the 
survey,”  they  write.  “Marijuana  and  tobacco  followed, 
with  nearly  identical  prevalence  rates.”  During  the  pre- 
vious month,  87.5  percent  of  the  medical  students 
reported  using  alcohol;  10  percent  each  reported  using 
marijuana  or  tobacco.  Slightly  fewer  female  students 
reported  use  than  did  males. 

“In  general,  the  higher  the  level  of  education  achieved, 
the  lower  the  substance  abuse  rate,”  the  authors  found. 
Of  the  comparison  group  with  a college  education,  83.8 
percent  reported  alcohol  use  during  the  previous  30  days. 


17.7  percent  had  used  marijuana,  and  18.1  percent  had 
used  tobacco.  In  the  group  with  a high  school  education, 
73.2  percent  reported  using  alcohol,  23  percent  used 
marijuana  and  3.8  percent  used  tobacco. 

“For  less  frequently  used  drugs,  such  as  LSD,  other 
psychedelics,  amphetamines,  barbiturates  heroin,  and 
other  opiates,  use  in  the  past  month  among  medical 
students  was  comparable  or  lower  than  that  of  their 
peers...,”  they  write. 

“During  their  lifetimes,  medical  students  have  used 
significantly  less  amphetamines  and  significantly  more 
psychedelics  other  than  LSD  than  college  graduates.” 
Compared  to  high  school  graduates,  medical  students 
were  less  likely  to  have  used  all  substances  excepting 
alcohol  and  psychedelics  other  than  LSD. 

Medical  students  were  also  asked  what  to  do  about  a 
future  colleague  who  occasionally  used,  was  dependent 
on,  or  impaired  by  a substance.  Recommendations 
ranged  from  no  action  to  expulsion  from  medicine  depen- 
ding on  frequency  of  use. 

The  authors  also  say  “it  appears  that  a majority  of 
schools  are  teaching  about  substance  abuse  but  are  less 
likely  to  teach  about  physician  impairment  and  many  do 
not  yet  have  clear  substance  use  and  abuse  policies  or 
programs  in  place.” 

They  add:  “It  is  hoped  that  these  findings  will  provide 
future  researchers  with  comparative  data  and  will  assist 
medical  schools  and  the  profession  to  develop  better 
policies,  programs,  and  procedures  for  approaching  and 
managing  this  problem.” 

" - — - ~ — 

DRUG  USE  AMONG  RESIDENT  PHYSICIANS 
NOT  HEAVY 


Chicago — Resident  physicians  do  not  have  heavy  drug 
use  patterns,  according  to  a study  published  in  this 
Wednesday’s  Journal  of  the  American  Medical  Association. 

“Heavy  substance  use  patterns  were  not  observed 
among  resident  physicians,”  writes  Patrick  H.  Hughes,  MD, 
from  the  Center  for  the  Study  of  Impaired  Professionals, 
Department  of  Psychiatry  and  Behavioral  Medicine, 
University  of  South  Florida,  Tampa,  with  colleagues. 

The  study  presents  the  results  of  1,785  third-year  resi- 
dents who  responded  anonymously  to  a 1987  survey  of 
substance  use  and  abuse.  The  residents  were  asked  about 
their  use  of  alcohol,  marijuana,  tobacco,  cocaine,  amphe- 
tamines, benzodiazepines  (used  mainly  as  tranquilizers), 
psychedelics  other  than  LSD,  LSD,  other  opiates,  barbi- 
turates and  heroin. 

Seventy  percent  of  the  respondents  were  male,  30  per- 
cent female.  Across  specialties,  26.6  percent  of  the 
respondents  were  in  internal  medicine;  15  percent  in 
surgery;  14.8  percent  in  family-general  practice;  10.2 
percent  in  pediatrics;  6.7  percent  in  anesthesiology;  6.3 
percent  in  obstetrics-gynecology;  5.4  percent  in  radio- 
logy; 5.1  percent  in  psychiatry;  and  3 percent  in 
pathology. 

“These  findings  on  prevalence  of  substance  use  con- 
firm that  alcohol  is  the  most  widely  used  substance 
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among  young  physicians,”  they  say.  Residents  “had  sig- 
nificantly lower  rates  of  use  of  most  psychoactive 
substances  than  their  peers  in  the  general  population  but 
did  report  higher  rates  of  past  month  use  of  alcohol  and 
benzodiazepines.” 

Among  male  residents,  87.6  percent  reported  using 
alcohol  in  the  past  month,  compared  with  84  percent  of 
male  college  graduates  and  79  percent  of  male  high 
school  graduates.  For  benzodiazepines,  3.5  percent  of 
male  residents  reported  usage  in  the  past  month,  while 
only  1 percent  of  college  graduates  and  2 percent  of  high 
school  graduates  did. 

Of  female  residents,  83.4  percent  reported  past  month 
alcohol  use,  while  only  66.4  percent  of  female  college 
graduates  and  67.7  percent  of  female  high  school 
graduates  did.  For  benzodiazepines,  4 percent  of  female 
residents  reported  past  month  use,  while  2.6  percent  of 
college  graduates  and  1.8  percent  of  high  school 
graduates  did. 

The  authors  also  studied  initiation  of  drug  use.  Use  for 
most  substances  began  in  college  or  earlier.  “Only  benzo- 
diazepine and  opiate  use  were  initiated  during  the  resi- 
dency years  by  a sizable  portion  of  users,”  they  write. 

They  say:  “The  medical  profession  has  a key  role  in 
advising  government  and  society  on  all  aspects  of  drug 
abuse  and  prevention  and  treatment. ..The  profession, 
therefore,  has  a responsibility  to  preserve  society’s  trust 
by  monitoring  itself  and  helping  impaired  colleagues.” 

While  no  heavy  use  patterns  were  observed  among  resi- 
dents, the  authors  say  “full-blown  syndromes  of  drug 
dependence”  generally  do  not  appear  until  mid-career. 
“Therefore  it  would  be  useful  to  study  the  evolution  of 
drug-use  patterns  among  physicians  through  the  various 
stages  in  their  career.” 

In  an  editorial  accompanying  this  and  the  Baldwin 
et  al  article,  Joe  Westermeyer,  MD,  from  the  Depart- 
ment of  Psychiatry  and  Behavioral  Sciences,  University 
of  Oklahoma  Health  Sciences  Center,  Oklahoma  City, 
writes  the  two  studies  “have  provided  a valuable  service 
to  the  profession  and  to  the  community  at  large  through 
their  surveys  of  substance  use  among  young  American 
senior  medical  students  and  resident  physicians.” 

He  says  that,  “Like  corporate  leaders,  airline  pilots, 
and  others  whose  substance  use  affects  the  public’s  well- 
being, physicians  must  be  accountable  to  society.” 

Westermeyer  cautions  the  two  studies  are  not  epide- 
miological, so  they  did  not  reveal  the  rate  of  abuse  of 
dependence  among  residents. 

He  says  that  while  the  data  reassuringly  show  senior 
medical  students  and  resident  physicians  have  generally 
lower  rates  of  illicit  substance  use  than  their  peers  in  the 
general  populations,  marijuana  use  during  the  past 
month  was  disconcerting  (from  5.4  percent  of  female  resi- 
dents to  11.4  percent  of  male  senior  medical  students). 
“We  do  not  want  our  airline  pilots  using  marijuana;  it 
must  be  asked  whether  we  can  accept  a different  standard 
for  physicians,”  he  writes. 

Westermeyer  also  expresses  concern  over  self-prescri- 
bing of  sedatives  and  opiates:  “This  is  occurring  during 
medical  school  and  residency  at  a time  when  depressive 
symptoms  and  even  major  depression  are  known  to  be 
more  frequent  among  medical  trainees  than  in  the  general 


population.” 

He  points  to  the  paucity  of  treatment  programs  for 
medical  trainees,  saying,  “Our  professional  organiza- 
tions, local  and  national,  should  attend  to  improving 
such  services  for  medical  students  and  residents.” 


MMR  VACCINATION  OFFERS  LESS  MEASLES 
PROTECTION  WHEN  CHILD  HAS  A COLD 


Chicago — A new  study  shows  that  infants  who  receive 
a measles-mumps-rubella  shot  when  they  have  a cold 
might  not  be  as  well  protected  from  measles  as  healthy 
children,  according  to  a report  published  in  this 
Wednesday’s  Journal  of  the  American  Medical  Association. 

However,  these  results  do  not  support  a possible 
change  in  recommendations  for  vaccination,  notes  a 
pediatric  immunization  authority  in  an  accompanying 
editorial. 

Marvin  Krober,  MD,  from  the  Department  of 
Pediatrics,  Madigan  Army  Medical  Center,  Tacoma, 
Wash.,  with  colleagues,  examined  the  possibility  that  the 
common  cold  or  afebrile  (without  fever)  upper  respira- 
tory tract  infection  might  interfere  with  successful 
immunization  in  children  who  receive  standard  measles- 
mumps-rubella  vaccine. 

“Ten  (21  percent)  of  47  infants  with  colds  failed  to 
develop  measles  antibody,  while  only  one  (2  percent)  of 
51  well  infants  failed  to  develop  antibody.  We  conclude 
that  infants  with  colds  have  a significant  seroconversion 
failure  rate  associated  with  measles  vaccine  administra- 
tion and  that  this  may  be  the  cause  of  some  primary 
measles  vaccine  failures,”  they  write. 

The  researchers  studied  infants  aged  15  to  18  months 
and  divided  them  into  two  groups.  Those  infants  with  a 
history  and  physical  findings  of  upper  respiratory  tract 
infection  were  compared  with  healthy  control  group 
infants  who  did  not  have  upper  respiratory  tract  infec- 
tions, and  who  did  not  have  a history  of  upper  respiratory 
tract  infection  symptoms  within  the  previous  month. 

Both  groups  were  studied  for  their  serologic  response 
to  measles-mumps-rubella  vaccination.  Prevaccination 
serum  samples  were  obtained  prior  to  vaccine  adminis- 
tration and  postvaccination  serum  samples  were  obtained 
six  to  eight  weeks  later.  The  researchers  offered  a possible 
explanation  for  vaccine  failure  by  mentioning  that  colds 
might  prevent  normal  antibody  response  to  measles 
vaccination. 

Though  there  has  been  a recent  increase  in  measles 
reported  in  the  United  States  and  a significant  proportion 
of  these  cases  has  occurred  in  previously  vaccinated  indi- 
viduals, the  results  by  Krober  et  al  do  not  support 
possible  change  in  recommendations  for  vaccination, 
says  Georges  Peter,  MD,  in  an  accompanying  editorial. 

Dr.  Peter,  from  the  Department  of  Pediatrics,  Rhode 
Island  Hospital  and  Brown  University,  Providence,  says 
the  results  of  the  Krober  study  may  have  identified 
another  possible  cause  of  vaccine  failure.  “Their  findings, 
however,  do  not  undermine  the  recommendation  of  the 
Advisory  Committee  on  Immunization  Practices  of  the 
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U.S.  Public  Health  Service  and  the  American  Academy 
of  Pediatrics  for  immunization  of  children  with  minor 
illness,  since  approximately  four  of  every  five  vaccinated 
children  (in  the  study)  with  an  upper  respiratory  infec- 
tion, nevertheless,  developed  a protective  antibody 
response,”  he  writes. 

Dr.  Peter  concludes  the  study  results  reaffirm  current 
vaccine  recommendations.  “After  all,  even  in  this  study 
population  in  which  nearly  half  of  the  children  had  an 
upper  respiratory  infection,  nearly  90  percent  were 
protected  and  the  remainder  presumably  would  benefit 
from  a later  second  dose.  The  major  challenge  in  the  pre- 
vention of  measles  is  the  delivery  of  measles  vaccine  to 
vulnerable  preschool  children  on  schedule.” 


TUBERCULOSIS  RATES  AMONG  MINORITY 
MIGRANT  FARM  WORKERS  GREATLY 
EXCEEDS  NATIONAL  AVERAGE 

Chicago — U.S.  born  African  American  migrant  farm 
workers’  tuberculosis  (TB)  rates  are  more  than  3,000 
times  the  U.S.  case  rate,  according  to  a study  published  in 
this  Wednesday’s  Jounal  of  the  American  Medical 
Association. 

The  population-based  study  of  a random  sample  of  543 
migrant  farm  workers  living  in  migrant  camps  in  five 
North  Carolina  counties  found  that,  “Active  tubercular 
disease  occurred  in  3.6  percent  of  U.S.  -born  blacks  and 
0.47  percent  of  Hispanics,”  according  to  Stephen  D. 
Ciesielski,  PhD,  from  the  Department  of  Parasitology 
and  Labortory  Practice,  University  of  North  Carolina  at 
Chapel  Hill,  with  colleagues.  The  U.S.  case  rate  is 
roughly  10  per  100,000  persons. 

“The  results  presented  herein  indicate  that  TB  among 
farm  workers  is  an  occupational  problem,  not  an 
imported  one,”  they  write.  “Tuberculosis  among  farm 
workers  must  be  treated  as  an  occupational  problem. 

“Risk  for  TB  is  institutionalized  in  migrant  farm  work 
in  several  ways,  including  lack  of  access  to  health 
services.”  Other  risk  factors  the  study  ^ound  included 
years  in  farm  work,  and  histories  of  homelessness  and 
incarceration. 

“Historically,  the  decline  in  TB  prevalence  resulted 
from  improved  working  conditions  and  living  conditions 
rather  than  chemotherapy,”  They  write.  “As  longasfarm 
work  remains  a system  of  explotation  and  abuse,  chemo- 
therapy may  repress  but  not  greatly  reduce  prevalence.” 

The  authors  recommend  additional  funding  for 
migrant  health  care  centers,  a central  TB  registry  for  farm 
workers  to  facilitate  care  delivery  as  the  workers  move, 
stricter  enforcement  of  lawsand  regulations  pertaining  to 
labor  contractors,  and,  “Since  TB  appears  to  be  an  occu- 
pational hazard  for  farm  workers,  it  should  fall  within  the 
province  of  the  Occupational  Safety  and  Health 
Administration.” 

In  an  accompanying  editorial,  Dixie  E.  Snider  Jr,  MD, 
MPH,  from  the  Division  of  Tuberculosis  Elimination, 
Center  for  Prevention  Services,  Centers  for  Disease 
Control,  Atlanta,  with  collegues,  writes:  “TB  is  an  impor- 
tant problem  among  migrant  farm  workers,  and  its  pre- 


vention and  control  is  a major  challenge.” 

They  write;  “When  a migrant  farm  worker  who  is 
moving  requires  TB  services,  health  care  providers  at 
migrant  health  centers  should  contact  their  state  health 
department  regarding  the  probable  next  destination  of 
the  farm  worker.  Patients  receiving  treatment  should  be 
given  medical  records  to  take  with  them.  Health  depart- 
ments, together  with  migrant  health  care  providers, 
should  ensure  that  methods  of  tracking  patients  between 
jurisdiction  are  as  effective  as  possible.” 

They  add  that  TB  screening  and  preventive  therapy 
programs  “should  be  encouraged  where  resources  and 
access  to  migrant  farm  workers  permit,  especially  in 
groups  in  which  human  immunodeficiency  virus  infec- 
tion is  also  prevalent”. 


EIGHTY  THOUSAND  REPRODUCTIVE-AGED 
WOMEN  MAY  BE  HIV  INFECTED 


Chicago — As  many  as  80,000  reproductive-age  women 
(15-44  years)  could  be  infected  with  the  human  immuno- 
deficiency virus  (HIV),  according  to  a study  published  in 
this  Wednesday’s  Journal  of  the  American  Medical 
Association. 

The  study,  by  Marta  Gwinn,  MD,  MPH,  from  the 
Division  of  HIV/AIDS,  Center  for  Infectious  Disease, 
Centers  for  Disease  Control,  Atlanta,  with  colleagues, 
tracked  the  prevalence  of  HIV  infection  among  child- 
bearing women  through  blood  samples  from  newborns. 
Because  antibodies  in  HIV  cross  the  placenta  during 
pregnancy,  their  detection  in  newborns  reflects  HIV 
infection  in  the  mother. 

This  study  reports  on  the  initial  results  of  a national 
population-based  survey;  it  includes  data  from  38  states 
and  the  District  of  Columbia  (information  collected  as  of 
September  1990).  In  the  study,  newborn  blood  specimens 
were  collected  and  tested  anonymously  in  state  public 
health  labs  for  maternal  antibody  to  HIV. 

For  mid-1988  through  mid-1990,  the  authors  estimate 
5,807  births  to  HIV-positive  women  annually  for  the 
reporting  jurisdictions.  Extrapolating  to  the  entire 
nation,  they  estimate  HIV-positive  women  to  have  given 
birth  to  6,079  infants. 

“Assuming  a perinatal  transmission  rate  of  30  percent, 
we  estimate  that  approximately  1 ,800  newborns  acquired 
HIV  infection  during  one  12-month  period,”  they  write. 
That  estimate,  roughly  one  in  every  2,200  infants  born  in 
the  U.S.  in  1989,  exceeds  the  total  of  1,628  children  with 
perinatally  acquired  AIDS  reported  to  the  CDC  from 
1981  through  1989. 

“The  occurrence  of  6,000  births  to  HIV-seropositive 
women  in  a single  year  implies  that  thousands  more 
reproductive-age  women  in  the  United  States  are  also 
infected  with  HIV,”  they  write.  Assuming  HIV  prevalence 
rates  are  similar  for  reproductive-age  women  with  diffe- 
rent socio-demographic  characteristics,  “as  many  as 
80,000  reproductive-age  women  could  be  currently 
infected  with  HIV.” 

The  highest  seroprevalence  rates  the  authors  found 
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were  in  women  from  New  York  (5.8  per  1,000),  New 
Jersey  (4.9  per  1,000),  and  Florida  (4.5  per  1,000).  Of  the 
reporting  states,  only  Montana  and  New  Hampshire  had 
no  births  to  seropositive  women. 

Twenty-five  states  collected  some  race  and  ethnicity 
data.  “In  general,  seropositive  rates  in  black  women  were 
five  to  15  times  higher  than  in  white  women  in  the  same 
states,”  they  write.  “Most  women  acquire  HIV  infection 
through  intravenous  drug  use  or  sexual  contact  with  an 
infected  partner,  most  often  a male  intravenous  drug 
user.” 

“The  HIV  epidemic  in  women  and  children  has 
occurred  as  a consequence  of  the  underlying  epidemic  of 
drug  use  among  both  men  and  women.  To  stop  the  trans- 
mission of  HIV  infection  to  black  women  and  infants, 
drug  use  and  related  social  iss,ues  must  be  addressed,  they 
write.” 

The  authors  add  that  survey  data  “should  be  used  to 
direct  reasearch  efforts,  to  motivate  development  of 
voluntary  HIV  testing  programs  and  needed  services,  and 
to  measure  program  coverage.  Ultimately,  the  results  will 
reflect  the  extent  to  which  public  health  efforts  have  been 
successful  in  preventing  HIV  infection  in  women  and 
children.” 


over.  “The  American  public  presents  a continuing  educa- 
tional challenge.  Despite  impressive  increases  in  public 
knowledge  and  awareness  about  heart  disease  risk  from 
serum  cholesterol,  the  number  of  people  reporting  self- 
initiated  diet  changes  to  lower  their  cholesterol  level  was 
lower  in  1990  than  it  was  in  1986.  It  is  unclear  whether 
this  finding  reflects  subtle  methodological  differences  in 
the  surveys  or  whether  people,  though  better  informed, 
are  less  motivated  to  take  preventive  actions  on  their 
own,”  they  write. 

Reports  of  self-initiated  diet  efforts  reached  a high  of 
19  percent  in  1986  and  decreased  to  15  percent  in  1990, 
the  researchers  write.  “Between  1983  and  1990,  the 
number  of  adults  reporting  a dignosis  made  by  a physi- 
cian of  high  serum  cholesterol  increased  from  7 to  16 
percent;  the  number  reporting  a prescribed  cholesterol- 
lowering diet  increased  from  3 to  9 percent.  Two  percent 
of  adults  reported  drug  prescriptions  in  1990  compared 
with  1 percent  in  earlier  years,”  they  write. 

Since  1970,  efforts  have  been  underway  to  educate  the 
public  and  physicians  regarding  the  prevention  of  coro- 
nary heart  disease  through  the  reduction  of  cholesterol. 
This  includes  the  creation  of  the  National  Cholesterol 
Education  Program  by  the  NHLBI  in  1985. 


PUBLIC  MAKES  GAINS  IN  CHOLESTEROL  SURGEONS’  RISK  OF  INFECTION  FROM  BLOOD 

AWARENESS  BUT  STILL  NEEDS  WORK  ON  HIGHEST  AMONG  OPERATING  ROOM 

BEGINNING  LOW-FAT  DIETS  PERSONNEL 


Chicago — A new  nationwide  telephone  survey  reports 
that  practicing  physicians  and  adults  are  making  marked 
advances  in  increasing  awareness  of  high  serum  choles- 
terol levels,  according  to  an  article  in  the  AMA’s  April 
issue  of  the  Archives  of  Internal  Medicine. 

However,  the  survey  also  reports  that  the  American 
public’s  willingness  to  begin  self-initiated  diet  changes  to 
lower  cholesterol  levels  lags  behing  its  awareness  level. 

Telephone  surveys  of  1,600  practicing  physicians  and 
4,000  adults  conducted  in  1983,  1986  and  1990  show 
continuing  change  in  medical  practice  and  public  health 
behavior  relating  to  serum  cholesterol,  reports  Beth 
Schucker,  MA,  from  the  Lipid  Metabolism-Atherogenesis 
Branch,  National  Heart,  Lung,  and  Blood  Institute 
(NHLBI),  Bethesda,  Md.,  with  colleagues. 

“In  1990,  physicians  reported  treating  serum  choles- 
terol at  considerably  lower  levels  than  in  1986  and  1983. 
The  median  range  of  serum  cholesterol  at  which  diet 
therapy  was  initiated  was  5.17  to  5.66  mmol/L  (200  to 
219  mg/dL)  in  1990,  down  from  6.21  to  6.70  mmol/L 
(240  to  259  mg/dL)  in  1986,  and  6.72  to  7.21  mmol/L 
(260  to  279  mg/dL)  in  1983,”  they  write. 

The  median  ranges  for  initiating  drug  therapy  were: 
6.21to6.70  mmol/L (240 to 259  mg/dL) in  1990; 7.76 to 
8.25  mmol/L  (300  to  319  mg/dL)  in  1986;  and  8.79  to 
9.28  mmol/L  (340  to  359  mg/dL)  in  1983. 

The  number  of  adults  who  reported  having  had  their 
cholesterol  level  checked  rose  from  35  percent  to  46  and 
65  percent  in  1983,  1986  and  1990,  respectively,  the 
researchers  write. 

Yet,  the  battle  to  fight  high  cholesterol  is  long  from 


Chicago — Among  operating  room  personnel,  surgeons 
run  the  highest  risk  for  infection  with  blood-borne  patho- 
genes  (such  as  human  immunodeficiency  virus)  through 
blood  contact,  according  to  a study  published  in  this 
Wednesday’s  Journal  of  the  American  Medical  Association. 

“The  mean  number  of  blood  contacts  per  100  person- 
procedures  was  highest  for  surgeons  (18.6),”  writes 
Adelisa  L.  Panlilio,  MD,  MPH,  from  the  Hospital  Infec- 
tions Program,  Center  for  Infectious  Disease,  Centers  for 
Disease  Control,  Atlanta,  Ga.,  with  colleagues.  “The 
frequency  of  percutaneous  injury  [e.g.,  needlesticks]  was 
similar  among  surgeons  and  scrub  staff  (mean,  1.2  per 
100  worker  procedures  per  each  group). 

The  six-month  study  examined  the  nature,  frequency 
and  risk  factors  of  blood  contact  during  six  surgical 
services  at  Grady  Memorial  Hospital,  Atlanta,  Ga.,  a 
950-beb  inner-city  teaching  hospital.  A total  of  206 
operations  were  observed  in  the  services  of  general 
surgery,  trauma,  orthopedics,  burn,  gynecology  and 
plastic. 

During  62  procedures  (30.1  percent),  at  least  one 
worker  had  a blood  contact,  they  found.  There  were  147 
individual  contacts:  133  were  skin  contact,  10  were  percu- 
taneous injuries  with  sharp  objects,  and  four  were 
mucous  membrane  contacts,  all  of  which  were  eye 
splashes. 

Seventy-three  of  the  147  skin  contacts  were  from 
clothing  soakage;  there  were  49  blood  contacts  with 
unprotected  skin,  12  of  which  were  to  the  face. 
Anesthesia  staff  averaged  3.6  exposures  per  100  person- 
procedures,  scrub  staff  averaged  2.7  and  circulating  staff 
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averaged  2.4. 

A surgeon’s  risk  of  blood  contact  increased  when  a 
procedure  lasted  longer  than  one  hour,  when  patients  lost 
more  than  250  milliliters  of  blood,  and  during  emergency 
procedures  in  the  trauma,  burn  or  orthopedic  services, 
they  found. 

The  authors  say  since  certain  protective  measures 
which  can  reduce  blood  contact  may  not  be  able  to  be 
applied  routinely,  “it  would  seem  preferable  to  target 
such  measures  to  procedures  in  which  the  risk  of  blood 
contact  is  increased  rather  than  to  specific  patients.” 

In  accompanying  editorial,  Julie  Louise  Gerberding,  MD, 
MPH  and  William  P.  Schecter,  MD,  from  the  depart- 
ments of  Medicine  and  Surgery,  respectively.  University 
of  California,  San  Francisco,  write  the  findings  in  the 
present  study  “are  remarkably  consistent”  with  previous 
blood  contact  studies.  “Together,  data  from  these. ..studies 
demonstrate  unequivocally  that  occupational  exposure 
to  blood  is  a frequent  occurrance.” 

They  estimate  that  more  than  90  percent  of  the  blood 
contacts  described  by  Panlilio  et  al  were  potentially  pre- 
ventable if  staffers  used  such  barriers  as  knee-length 
rubber  boots,  water-impermeable  aprons  under  surgical 
gowns,  extra  sleeves  and  two  pair  of  surgical  gloves. 

“[A]  available  evidence  suggests  that  blood-borne 
infections  will  became  increasingly  common,  even  in  low 
prevalence  areas,”  they  write.  “Unless  infection  control 
efforts  are  successful,  the  cumulative  professional  risk 
experienced  by  surgical  providers  is  expected  to  increase 
in  the  next  decade.” 

PANELISTS  SAY  SAFETY  OF  GALL 
BLADDER  SURGERY  IS  ESTABLISHED 


Chicago — Laparoscopic  cholecystectomy,  a new  sur- 
gical procedure  for  removing  the  gallbladder,  is  an 
“appropriate  treatment,  with  respect  to  its  safety  and 
effectiveness”  for  uncomplicated  gallstones,  a panel  of 
experts  say  in  this  Wednesday’s  Journal  of  the  American 
Medical  Association. 

The  panel  of  10  abdominal  surgeons,  four  colon  and 
rectal  surgeons,  six  general  surgeons  and  2(7 gastroentero- 
logists, was  put  together  by  the  AMA’s  Diagnostic  and 
Therapeutic  Technology  Assessment  (DATTA)  program. 
The  results  reflect  the  views  of  the  Panelists  and  reports  in 
scientific  literature  as  of  December  7,  1990. 

Five  of  the  40  panelists  rated  the  procedure’s  safety  as 
established  and  another  26  said  it  was  promising,  accor- 
ding to  the  DATTA  report.  Ten  of  the  panelists  rated  the 
procedure’s  effectiveness  as  established  and  antother  24 
said  it  was  promising. 

The  procedure’s  advantages  over  open  cholecystectomy 
include  “reduced  postoperative  discomfort,  a more 
cosmetically  acceptable  scar,  a shorter  hospital  stay,  and 
an  earlier  return  to  full  activity,”  the  report  says.  Most 
patients  are  discharged  the  morning  after  surgery;  at 
some  institutions  many  of  the  procedures  are  done  on  an 
outpatient  basis. 

“Although  the  DATTA  panelists  considered  the  pro- 
cedure appropriate  with  respect  to  both  its  safety  and 


effectiveness,  recognition  was  made  that  there  are  no 
comparative  trials  of  this  technique  vs.  open  cholecystec- 
tomy and  virtually  no  literature  on  complication  rates,” 
the  report  says. 

Reported  complications  include  significant  intra- 
abdominal bleeding  secondary  to  perforation  of  the 
aorta,  common  bile  duct  injury,  tear  of  the  gallbladder, 
and  bile  leak  from  the  liver  bed.  “It  is  estimated  that 
between  5 and  15  percent  of  laparoscopic  procedures 
must  be  converted  to  open  cholecystectomy  because  of 
severe  inflammatory  changes  or  adhesions,”  the  report 
says. 

Surgeons  and  their  teams  “will  require  special  training 
in  laparoscopic  technique  and  instrumentation.”  The 
panelists  say  appropriately  credentialed  surgeons  should 
have  thorough  training  with  animals,  as  well  as  supervi- 
sion by  an  expert  surgeon  during  initial  performances  of 
the  technique  on  humans. 

In  an  accompanying  editorial,  Bruce  M.  Wolfe,  MD, 
from  the  Department  of  Surgery,  University  of  California, 
Davis,  with  colleagues,  writes  that,  “Initial  reports  on  the 
laparoscopic  procedure  were  followed  by  an  unprece- 
dented (at  least  for  biliary  tract  surgeons)  rush  by 
surgeons  to  learn  the  new  technique,  advertisements 
and/or  promotions  by  both  the  manufacturers  of  the 
required  equipment  and  health  care  providers,  and 
consumer  demand  for  the  new  procedure.” 

They  say  it  is  “widely  agreed  that  a definite  ‘learning 
curve”  exists  for  individual  surgeons  performing  laparos- 
copic cholecystectomy,”  adding  that,  “Careful,  critical 
analysis  and  review  of  additional  patient  series  will  be 
needed  to  accurately  define  the  risks  and  indications  or 
contraindications  for  laparoscopic  cholecystectomy,  and 
these  may  be  expected  to  change  over  time  with  develop- 
ments in  equipment  and  refinement  of  techniques.” 

DENIAL  OF  CARE  IS  RARELY  JUSTIFIED 


Chicago — Physicians  may,  in  limited  situations,  deny 
treatment  to  difficult,  noncompliant  patients,  according 
to  an  article  published  in  this  Wednesday’s  Journal  of  the 
American  Medical  Association. 

“Although  it  is  clear  that  patients  must  assume  a share 
of  the  responsibility  for  their  health  care,  disagreement 
exists  on  the  question  whether  a patient  can  be  denied 
medical  treatment  because  of  noncompliant  behavior,” 
writes  David  J.  Orentlicher,  MD,  JD,  ethics  and  health 
policy  counsel  in  the  AMA’s  Office  of  the  General 
Counsel.  The  views  in  the  article  are  only  Orentlicher’s; 
they  do  not  represent  AMA  policy. 

In  the  past,  courts  have  found  for  the  physician  in  cases 
where  a patient  was  seriously  noncompliant,  disruptive 
of  other  patients’  care,  and  abusive  of  staff.  However,  the 
1990  Americans  With  Disabilities  Act  “may  limit  the 
freedom  of  physicians  to  deny  a patient  treatment 
because  of  the  patient’s  noncompliant  behavior,” 
Orentlicher  writes. 

“If  a patient’s  noncompliance  reflects  psychiatric 
dysfunction,  then  a denial  of  treatment  because  of  the 
noncompliance  would  in  effect  be  a denial  of  treatment 
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based  on  a psychological  disorder,”  he  writes.  “Under 
the  Disabilities  Act,  such  a denial  apparently  would  be 
prohibited.” 

However,  health  care  providers  may  invoke  a necessity 
defense  if  they  can  demonstrate  that  a difficult,  noncom- 
pliant  patient  makes  it  impossible  to  provide  appropriate 
care  to  other  patients,  even  after  reasonable  attempts  to 
accommodate  the  particular  patient,  Orentlicher  says. 
“To  ensure  that  the  Disabilities  Act  fully  realizes  its  goal 
of  protecting  the  disabled,  courts  should  construe  the 
necessity  defense  narrowly.  A disruptive  patient  may  be 
very  difficult  to  take  care  of,  but  often  the  disruptiveness 
is  a product  of  the  patient’s  illness,”  he  writes. 

“Even  if  legal,  a denal  of  treatment  because  of  patient 
noncompliance  raises  serious  ethical  concerns,”  he  says. 
“The  circumstance  in  which  denial  of  treatment  is 
permissible  should  be  carefully  limited.” 

Orentlicher  says  the  patient  would  “have  to  be  respon- 
sible for  the  noncompliant  behavior,”  that  the  treatment 
“must  not  be  lifesaving,”  and  that  treatment  of  the 
patient  “would  have  to  involve  a significant  compromise 
of  the  care  of  other  patients.” 

He  points  out  there  is  a difference  between  a disruptive, 
willfully  noncompliant  patient  and  a patient  whose 
informed  care  choice  differs  from  the  physician’s  recom- 
mendation. To  deny  treatment  in  the  later  case  “would 
effectively  vitiate  the  patient’s  right  to  refuse  medical 
care. ..If  a physician  could  respond  to  a patient’s  refusal 
of  some  treatment  recommendations  by  denying  treat- 
ment altogether,  then  patients  would  have  little  choice  in 
their  care.” 

He  writes:  “Trying  to  provide  care  for  a noncompliant 
patient  can  be  exceedingly  frustrating  for  physicians,  and 
patients  need  to  be  held  accountable  for  their  actions.  At 
the  same  time,  it  would  be  problematic  if  physicians 
provided  care  only  to  patient  who  were  easy  to  care  for, 
especially  since  the  most  difficult  patients  may  no  be 
capable  of  exercising  sufficient  control  over  their 
behavior.” 


IS  TV  YOUR  CHILD’S  BEST  FRIED? 


Chicago — Would  you  let  your  children’s  best  friend 
monopolize  three  to  four  hours  of  their  time  every  single 
day?  Well,  one  pediatrician  won’t,  according  to  an  article 
in  the  March  issue  of  the  AMA’s  American  Journal  of  the 
Disease  of  Children. 


E.  Richard  Stiehm,  MD,  a member  of /17Z)C’5  editorial 
board  and  a pediatric  immunologist  from  Los  Angeles, 
writes  that  he  got  rid  of  his  three  daughters’  best 
friend — television.  “I  did  not  like  my  three  daughters’ 
best  friend  at  all.  Moreover,  I had  grave  doubts  about 
their  friend’s  attitudes  on  sex,  drugs,  violence  and  mate- 
rialism,” he  writes. 

Stiehm  was  worried  that  TV  would  discourage 
participation  in  sports,  interfere  with  homework  and 
steal  every  book  that  his  children  might  want  to  read,  so 
he  only  let  his  children  watch  one  hour  of  TV  on  Friday 
and  Saturday  nights,  and  the  nightly  network  news 
(which  they  did  not  watch). 

“I  was  immediately  branded  the  ‘meanest  and  strictest 
father  in  Santa  Monica.’  Some  wise  pediatrician  once 
told  me  that  if  your  children  do  not  think  you  are  the 
strictest  parent  in  the  neighborhood,  you  are  not  strict 
enough.  I remainded  my  girls  that  their  piano  teacher  and 
her  husband,  who  had  three  children  too,  did  not  even 
have  a TV,”  Stiehm  writes. 

After  a month  or  two,  his  daughters  realized  that 
Stiehm  was  not  going  to  give  in.  They  stopped  sulking 
and  started  to  do  other  things,  like  their  schoolwork, 
playing  the  piano,  reading,  banging  tennis  balls  against 
the  garage  door,  and  even  listening  to  classical  music. 

“Our  Saturdays  did  not  start  with  two  hours  of 
cartoons.  After  their  assigned  chores,  they  were  out  all 
day  playing  tennis  or  soccer  or  spending  time  with  real 
live  friends  (possibly  at  their  house  watching  TV!).  Our 
third  and  youngest  daughter,  who  grew  up  with  a ‘no  TV’ 
policy,  never  had  TV  withdrawal.  She  thought  TV  broad- 
casting stopped  at  7:30  p.m.  after  the  “Evening  News 
with  Dan  Rather”  and  did  not  resume  until  Friday 
night,”  Stiehm  continues. 

The  physician  notes  there  are  a few  disadvantages  to  a 
“no  TV”  policy.  For  one  thing,  the  parents  cannot  watch; 
for  another,  the  children  will  not  be  able  to  answer  to 
questions  in  the  entertainment  category  of  Trivial  Pursuit 
(but  they  will  be  better  in  every  other  category);  third, 
parents  will  have  to  endure  stories  about  how  excluded 
their  children  feel  when  they  are  left  out  of  conversations 
about  last  night’s  TV  shows. 

“Finally,  not  will  have  to  pay  more  attention  to  your 
children  because  their  best  friend  is  not  monopolizing  all 
their  time.  But  these  are  minor  disadvantages  compared 
with  the  multiple  advantages,”  Stiehm  writes. 

He  concludes  that  his  daughters,  now  in  their  20s, 
today  acknowledge  that  they  got  along  OK  without  their 
best  friend  and  do  not  want  that  friend  for  their  own 
children. 
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LOGICAL. 

Recommendations; 

Eat  high-fiber  foods,  such  as 
fruits,  vegetables,  and  whole 
grain  products. 
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normal  body  weight.  And  live 
long  and  prosper. 
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FOR  GENERATIONS  CANCER 
PLAGUED  THIS  FAMIIY 
THEN  WE  CAME  INTO  THE 
PKTURE. 


It’s  a tragic  coincidence  that  cancer  has  taken  so  many  members  of  this  family  over  the 
years. 

It  took  Frank  Domato  in  1961.  Patricia  O’Hara  Brown  in  1974.  And  Serafino  Gentile 
in  1982. 

But  the  fact  that  the  chain  of  tragedies  has  now  been  broken  is  no  coincidence  at  all. 

Over  the  last  40  years,  research  programs  supported  by  the  American  Cancer  Society 
have  made  increasing  progress  in  the  treatment,  detection  and  prevention  of  cancer. 

In  1985  alone,  the  Society  funded  over  700  projects  conducted  by  the  most  distinguished 
scientists  and  research  institutions  in  the  country. 

So  it’s  no  coincidence  that  in  1986,  cancer  did  not  take  Debra  Gentile— Frank  Domato’s 


great-granddaughter.  Just  as  it  didn’t  take  hundreds  of 
successfully  treated  for  the  disease. 

You  see,  we  are  winning. 

But  we  need  you  to  help  keep  it  that  way. 


thousands  of  others  who  have  been 


yAAAERICAN  CANCER  SOQETY^ 

^ Help  us  keep  winning. 


Uniform  Requirements  for  Manuscripts 
Submitted  to  Biomedicai  Journais 

INTERNATIONAL  COMMITTEE  OF  MEDICAL  JOURNAL  EDITORS* 


In  January  1978  a group  of  editors  from  some  major 
biomedical  Journals  published  in  English  met  in 
Vancouver,  British  Columbia,  and  decided  on  uniform 
technical  requirements  for  manuscripts  to  be  submitted 
to  their  journals.  These  requirements,  including  formats 
for  bibliographic  references  developed  for  the  Vancouver 
group  by  the  National  Library  of  Medicine,  were 
published  in  three  of  the  journals  early  in  1979.  The 
Vancouver  group  evolved  into  the  International  Commi- 
ttee of  Medical  Journal  Editors  (ICMJE).  At  the  October 
1981  meeting  the  requirements  were  revised  slightly  and 
published  in  a second  edition  in  1982.  Since  then  the 
group  has  issued  several  separate  statements,  and  these 
have  been  incorporated  into  the  main  part  of  this,  the 
third,  edition. 

Over  300  journals  have  agreed  to  receive  manuscripts 
prepared  in  accordance  with  the  initial,  previously 
published,  requirements.  It  is  important  to  emphasize 
what  these  requirements  imply  and  what  they  do  not. 

Eirstly,  the  requirements  are  instructions  to  authors  on 
how  to  prepare  manuscripts,  not  to  editors  on  publica- 
tion style.  (But  many  journals  have  drawn  on  these 
requirements  for  elements  of  their  publication  styles). 

Secondly,  if  authors  prepare  their  manuscripts  in  the 
style  specified  in  these  requirements,  editors  of  the  par- 
ticipating journals  will  not  return  manuscripts  for 
changes  in  these  details  of  style.  Even  so,  manuscripts 
may  be  altered  by  journals  to  conform  with  details  of 
their  own  publication  styles. 

Thirdly,  authors  sending  manuscripts  to  a participat- 
ing journals  should  not  try  to  prepare  them  in  accordance 
with  the  publication  style  of  that  journal  but  should 


•Edward  J.  Huth,  M.D.;  Annals  of  Internal  Medicine.  Kathleen  King. 
M.R.C.  Path.;  The  MedicalJournal  of  Australia  Stephen  P.  Lock.  M.D.: 
British  Medical  Journal:  George  D.  Lundberg,  M.D.;  Journal  of  the 
American  Medical  Association:  Ian  Munro,  M.B.;  The  Lancet:  Magne 
Nylenna,  M.D.;  Tidskrift  for  Den  Norske  Laegeforening:  Roy  Rada, 
M.D.;  Index  Medicas:  Arnold  S.  Reiman,  M.D.;  New  England  Journal  of 
Medicine:  PovI  Rus,  M.D.'.Journalof  the  Danish  Medical  Association  and 
Danish  Medical  Bulletin:  Richard  G.  Robinson,  Ch.M.;  New  Zealand 
Medical  Journal:  Bruce  P.  Squires,  M.D.;  Canadian  Medical  Association 
Journal.  Dr.  Ilkka  Vartiovaara;  Finnnish  Medical  Journal:  Malcolm  S. 
M.  Watts,  M.D.;  The  Western  Journal  of  Medicine. 


^ Citations  of  this  document  should  be  to  one  of  the  sources  listed 
below:  INTERNATIONAL  COMMITTEE  OF  MEDICAL 
JOURNAL  EDITORS.  Uniform  requirements  of  manuscripts 
submitted  to  biomedical  journals.  Ann  Intern  ,Med.  I98H:  IOH:258-265 
INTERNATIONAL  COMMITTEE  OF  MEDICAL  JOURNAL 
EDITORS.  Uniform  requirements  for  manuscripts  submitted  to 
biomedical  Journals.  Br  Med  J 1988;  296  [In  press] 


follow  the  “Uniform  Requirements  for  Manuscripts 
Submitted  to  Bioniedical  Journals.” 

Nevertheless,  authors  "must  also  follow  the  instruc- 
tions to  authors  in  the  journal  as  to  what  topics  are 
suitable  for  that  journal  and  the  types  of  papers  that  may 
be  submitted  (for  example,  original  articles,  reviews, case 
reports).  In  addition,  the  journal’s  instructions  are  likely 
to  contain  other  requirements  unique  to  that  journal, 
such  as  number  of  copies  of  manuscripts,  acceptable 
languages,  length  of  articles,  and  approved  abbreviations. 

Participating  journals  are  expected  to  state  in  their 
instructions  to  authors  that  their  requirements  are  in 
accordance  with  “Uniform  Requirements  of  Manuscripts 
Submitted  to  Biomedical  Journals”  and  to  cite  a 
published  version. 

This  document  will  be  revised  at  intervals.  Inquires  and 
comments  from  Central  and  North  America  about  these 
requirements  should  be  sent  to  Edward  J.  Huth,  M.D., 
Annals  of  Internal  Medicine.  4200  Pine  Street,  Philadelphia, 
PA  19104,  USA;  those  from  other  regions  should  be  sent 
to  Stephen  P.  Lock,  M.D.,  British  Medical  Journal, 
British  Medical  Association,  Tavistock  Square,  London 
WCIH  9JR,  United  Kingdom.  Note  that  these  two 
journals  provide  secretarial  services  for  the  International 
Committee  of  Medical  Journal  Editors;  they  do  not 
handle  manuscripts  intended  for  other  journals.  Papers 
intended  for  other  journals  should  be  sent  directly  to  the 
offices  of  those  journals. 

Summary  of  Requirements 

Type  the  manuscript  double  spaced,  including  title 
page,  abstract,  text,  acknowledgments,  references,  tables, 
and  legends. 

Each  manuscript  component  should  begin  on  a new 
page,  in  the  following  sequence. 

Title  page 

Abstract  and  key  words 

Text 

Acknowledgments 

References 

Tables:  each  table,  complete  with  title  and  footnotes, 
on  a separate  page 

Legends  for  illustrations 

Illustrations  must  be  good-quality,  unmounted  glossy 
prints  usually  127  by  173  mm  (5  by  7 in.)  but  no  larger  han 
203  by  254  mm  (8  by  10  in.). 

Submit  the  required  number  of  copies  of  manuscript 
and  figures  (see  journal’s  instructions)  in  a heavy-paper 
envelope.  The  submitted  manuscript  should  be  áccompa- 
nied  by  a covering  letter,  asdescribed  under  “Submission 
of  Manuscripts,”  and  permissions  to  reproduce  previously 
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published  materials  or  to  use  illustrations  that  may 
identify  human  subjects. 

Follow  the  journal’s  instruccions  for  transfer  of  copy- 
right. Authors  should  keep  copies  of  everything 
submitted. 

Prior  and  Duplicate  Publication 

Most  journals  do  not  wish  to  consider  for  publication  a 
paper  on  work  that  already  has  been  reported  in  a 
published  paper  or  is  described  in  paper  submitted  or 
accepted  for  publication  elsewhere.  This  policy  does  not 
usually  preclude  consideration  of  a paper  that  has  been 
rejected  by  another  journal  or  of  a complete  report  that 
follows  publication  of  a preliminary  report,  usually  in  the 
form  of  an  abstract.  When  submitting  a paper,  an  author 
should  always  make  a full  statement  to  the  editor  about 
all  submissions  and  previous  reports  that  might  be 
regarded  as  prior  or  duplicate  publication  of  the  same  or 
very  similar  work.  Copies  of  such  material  should  be 
included  with  the  submitted  paper  to  help  the  editor 
decide  how  to  deal  with  the  matter. 

Multiple  publication  — that  is,  the  publication  more 
than  once  of  the  same  study  results,  irrespective  of 
whether  the  wording  is  the  same — is  rarely  justified. 
Secondary  publication  in  another  language  is  one 
possible  justification,  provided  the  following  conditions 
are  met. 

(a)  The  editors  of  both  journals  concerned  are  fully 
informed;  the  editor  concerned  with  secondary 
publication  should  have  a photocopy,  reprint,  or 
manuscript  of  the  primary  version. 

(b)  The  priority  of  the  primary  publication  is  respected 
by  a publication  interval  of  at  least  two  weeks. 

(c)  The  paper  for  secondary  publication  is  written  for  a 
different  group  of  readers  and  is  not  simply  a 
translated  version  of  the  primary  paper;  an  abbre- 
viated version  will  often  be  sufficient. 

(d)  The  secondary  version  reflects  faithfully  the  data  and 
interpretations  of  the  primary  version. 

(e)  A footnote  on  the  title  page  of  the  secondary  version 
informs  readers,  peers,  and  documenting  agencies 
that  the  paper  was  edited,  and  is  being  published,  for 
a national  audience  in  parallel  with  a primary  version 
based  on  the  same  data  and  interpretations.  A 
suitable  footnote  might  read  as  follows;  “This  article 
is  based  on  a study  first  reported  in  the  [title  of 
journal,  with  full  reference]”. 

Multiple  publication  other  than  as  defined  above  is  not 
acceptable  to  editors.  If  authors  violate  this  rule,  they 
may  expect  appropriate  editorial  action  to  be  taken. 

Preliminary  release,  usually  to  public  media,  of 
scientific  information  described  in  a paper  that  has  been 
accepted  but  not  yet  published  is  a violation  of  the 
policies  of  many  journals.  In  a few  cases,  and  only  by 
arrangement  with  the  editor,  preliminary  release  of  data 
may  be  acceptable,  for  example,  to  warn  the  public  of 
health  hazards. 

Preparation  of  Manuscript 

Type  the  manuscript  on  white  bond  paper,  216  by 


279  mm  (8’/2  by  1 1 in.)  or  ISO  A4  (212  by  297  mm),  with 
margins  of  at  least  25mm  ( 1 in.)  Type  only  on  one  side  of 
the  paper.  Use  double  spacing  throughout,  including  title 
page,  abstract,  text,  acknowledgment,  references,  tables, 
asnd  legends  for  illustrations.  Begin  each  of  the  following 
sections  on  separate  pages;  title  page,  abstract  and  key 
words,  text,  acknowledgment,  references,  individual 
tables,  and  legends.  Number  pages  consecutively, 
beginning  with  the  title  page.  Type  the  page  number  in 
the  upper  or  lower  right-hand  corner  of  each  page. 

Title  Page 

The  title  page  should  carry  1)  the  title  of  the  article, 
which  should  be  concise  but  informative;  2)  first  name, 
middle  initial,  and  last  name  of  each  author,  with  highest 
academic  degree(s)  and  institutional  affiliation;  3)  name 
of  department(s)  s id  institution(s)  to  which  the  work 
should  be  attributed;  4)  disclaimers,  if  any;  5)  name  and 
address  of  author  responsible  for  correspondence  about 
the  manuscript;  (6)  name  and  address  of  author  to  whom 
requests  for  reprints  should  be  addressed,  or  statement 
that  reprints  will  not  be  available  from  the  authors; 
7)  the  source(s)  of  support  in  the  form  of  grants,  equip- 
ment, drugs,  or  all  of  these;  and  8)  a short  running  head 
or  footline  of  no  more  than  40  characters  (count  letters 
and  spaces)  placed  at  the  food  of  the  title  page  and 
identified. 

Authorship 

All  persons  designated  as  authors  should  qualify  for 
authorship.  Each  author  should  have  participated  suffi- 
ciently in  the  work  to  take  public  responsibility  for  the 
content. 

Authorship  credit  should  be  based  only  on  substantial 
contributions  to  (a)  conception  and  design,  or  analysis 
and  interpretation  of  data;  (b)  drafting  the  article  or 
revising  it  critically  for  important  intellectual  content; 
and  on  (c)  final  approval  of  the  version  to  be  published. 
Conditions  (a),  (b),  and  (c)  must  all  be  met.  Participation 
solely  in  the  acquisition  of  funding  or  the  collection  of 
data  does  not  justify  authorship.  General  supervision  of 
the  research  group  is  also  not  sufficient  for  authorship. 
Any  part  of  an  article  critical  to  its  main  conclusions  must 
be  the  responsibility  of  at  least  one  author. 

A paper  with  corporate  (collective)  authorship  must 
specify  the  key  per.sons  responsible  for  the  article;  others 
contributing  to  the  work  should  be  recognized  .separately 
(see  Acknowledgments  and  Other  Information). 

Editors  may  require  authors  to  justify  the  assignment 
of  authorship. 

Abstract  and  Key  Words 

The  second  page  should  carry  an  abstract  of  no  more 
than  1 50  words.  The  abstract  should  state  the  purposes  of 
the  study  or  investigation;  basic  procedures  (selection  of 
study  subjects  or  experimental  animals,  observational 
and  analytic  methods);  main  findings  (give  specific  data 
and  their  statistical  significance,  if  possible);  and  the 
principal  conclusions.  Emphasize  new  and  important 
aspects  of  the  study  or  observations. 
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Below  the  abstract,  provide,  and  identify  as  such,  3 to 
10  key  words  or  short  phrases  that  will  assist  indexers  in 
cross-indexing  your  article  and  that  may  be  published 
with  the  abstract.  Use  terms  from  the  Medical  Subject 
Headings  (MeSH)  list  of  Index  Medicus;  if  suitable  MeSH 
terms  are  not  yet  available  for  recently  introduced  terms, 
present  terms  may  be  used. 

Text 

The  text  of  observational  and  experimental  articles  is 
usually  — but  not  necessarily — divided  into  sections  with 
the  headings  Introduction,  Methods,  Results,  and 
Discussion.  Long  articles  may  need  subheadings  within 
some  sections  to  clarify  their  content,  especially  the 
Results  and  Discussion  .sections.  Other  types  of  articles 
such  as  case  reports,  reviews,  and  editorials  are  likely  to 
need  other  formats.  Authors  should  consult  individual 
journals  for  further  guidance. 

Introduction:  State  the  purpose  of  the  article.  Summa- 
rize the  rationale  for  the  study  or  observation.  Give  only 
-strictly  pertinent  references, and  do  not  review  the  subject 
extensively.  Do  not  include  data  or  conclusions  from  the 
work  being  reported. 

Methods:  Describe  your  selection  of  the  observational 
or  experimental  subjects  (patients  or'  experimental 
animals,  including  controls)  clearly.  Identify  the  methods, 
apparatus  (manufacturer’s  name  and  address  within 
parenthesis  marks  [round  brackets]),  and  procedures  in 
sufficient  detail  to  allow  other  workers  to  reproduce  the 
results.  Give  references  to  established  methods,  including 
statistical  methods  (see  below);  provide  references  and 
brief  descriptions  for  methods  that  have  been  published 
but  are  not  well  known;  describe  new  or  substantially 
modified  methods,  give  reasons  for  using  them,  and 
evaluate  their  limitations.  Identify  precisely  all  drugs  and 
chemicals  used,  including  generic  name(s),  dose(s),  and 
route(s)  of  administration. 

Ethics:  When  reporting  experiments  on  human 
subjects,  indicate  whether  the  procedures  followed  were 
in  accordance  with  the  ethical  standards  of  the 
responsible  committee  on  human  experimentation 
(institutional  or  regional)  or  with  the  Helsinki  Declara- 
tion of  1975,  as  revised  in  1983.  Do  not  use  patients’ 
names,  initials,  or  hospital  numbers,  especially  in  any 
illustrative  material.  When  reporting  experiments  on 
animals  indicate  whether  the  institution’s  or  the  National 
Research  Council’s  guide  for,  or  any  national  law  on,  the 
care  and  use  of  laboratory  animals  was  followed. 

Statistics:  Describe  statistical  methods  with  enough 
detail  to  enable  a knowledgeable  reader  with  access  to  the 
original  data  to  verify  the  reported  results.  When 
possible,  quantify  findings  and  present  then  with 
appropriate  indicators  of  measurement  error  or  uncer- 
tainty (such  as  confidence  intervals).  Avoid  sole  reliance 
on  statistical  hypothesis  testing,  such  as  the  use  of  P 
values,  which  fails  to  convey  important  quantitative 
information.  Discuss  eligibility  of  experimental  subjects. 
Give  details  about  randomization.  Describe  the  methods 
for,  and  success  of,  any  blinding  of  observations.  Report 
treatment  complications.  Give  numbers  of  observations. 
Report  losses  to  observation  (such  as  dropouts  from  a 
clinical  trial).  References  for  study  design  and  statistical 


methods  should  be  to  standard  works  (with  pages  stated) 
when  possible  rather  than  to  papers  where  designs  or 
methods  were  originally  reported.  Specify  any  general- 
use  computer  programs  used. 

Put  general  descriptions  of  methods  in  the  Methods 
section.  When  data  are  summarized  in  the  Results 
section,  specify  the  statistical  methods  used  to  analyze 
them.  Restrict  tables  and  figures  to  those  needed  to 
explain  the  argument  of  the  paper  and  to  a.ssess  its 
support.  Use  graphs  as  an  alternative  to  tables  with  many 
entries;  do  not  duplicate  data  in  graphs  and  tables.  Avoid 
non-technical  uses  of  technical  terms  in  statistics,  such  as 
“random”  (which  implies  a randomizing  device), 
“normal,”  “significant,”  “correlation,”  and  “sample.” 
Define  statistical  terms,  abbreviations,  and  most  symbols. 

Results:  Present  your  results  in  logical  sequence  in  the 
text,  tables,  and  illustrations.  Do  not  repeat  in  the  text  all 
the  data  in  the  tables,  illustrations,  or  both;  emphasize  or 
summarize  only  important  observations. 

Discussion:  Emphasize  the  new  and  important  aspects 
of  the  study  and  the  conclusions  that  follow  from  them. 
Do  not  repeat  in  detail  data  or  other  material  given  in  the 
Introduction  or  the  Results  section.  Include  in  the 
Discussion  section  the  implications  of  the  findings  and 
their  limitations,  including  implications  for  future 
research.  Relate  the  observations  to  other  relevant 
studies.  Link  the  conclusions  with  the  goals  of  the  study 
but  avoid  unqualified  statement  and  conclusions  not 
completely  supported  by  your  data.  Avoid  claiming 
priority  and  alluding  to  work  that  has  not  been 
completed.  State  new  hypotheses  when  warranted,  but 
clearly  label  them  as  such.  Recommendations,  when 
appropriate,  may  be  included. 
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in  text,  tables,  and  legends  by  arabic  numerals  within 
parenthesis  marks.  References  cited  only  in  tables  or  in 
legends  to  figures  should  be  numbered  in  accordance 
with  a sequence  established  by  the  first  identification  in 
the  text  of  the  particular  table  or  illustration. 

Use  the  style  of  the  examples  below,  which  are  based  on 
the  formats  used  by  the  U.S.  National  Library  of 
Medicine  in  Index  Medicus.  The  titles  of  journals  should 
be  abbreviated  according  to  the  style  used  in  Index 
Medicus.  Consult  List  of  Journals  Indexed  in  Index 
Medicus.  published  annually  as  a separate  publication  by 
the  Library  and  as  a list  in  the  January  issue  of  Index 
Medicus:  also  see  the  list  of  Journal  titles  and  abbreviated 
titles  at  the  end  of  this  document. 

Try  to  avoid  using  abstracts  as  references;  “unpublished 
observations”  and  “personal  communications”  may  not 
be  used  as  references,  although  references  to  written,  not 
oral,  communications  may  be  inserted  (within  paren- 
thesis marks)  in  the  text.  Include  among  the  references 
papers  accepted  but  not  yet  published;  designate  the 
Journal  and  add  “in  press”  (within  parenthesis  marks). 
Information  from  manuscripts  submitted  but  not  yet 
accepted  should  be  cited  in  the  text  as  “unpublished 
observations”  (within  parenthesis  marks). 

The  references  must  be  verified  by  the  author(s)against 
the  original  documents. 

Examples  of  correct  forms  of  references  are  given 
below. 

Journals 

1.  Standard  Journal  Article  (List  all  authors  when  six 
or  less;  when  seven  or  more,  list  only  first  three  and 
add  et  al). 

You  CH,  Lee  KY,  Chey  RY,  Menguy  R.  Electrogas- 
trographic  study  of  patients  with  unexplained 
nausea,  bloating  and  vomiting.  Gastroenterology 
1980;  79:311-4 

2.  Corporate  Author 

The  Royal  Marsden  Hospital  Bone-Marrow  Trans- 
plantation Team.  Failure  of  syngeneic  bone-marrow 
graft  without  preconditioning  in  post-hepatitis 
marrow  aplasia.  Lancet  1977;  2:242-4 

3.  No  Author  Given 

Anonymous.  Coffee  drinking  and  cancer  of  the 
pancreas  [Editorial].  Br.  Med  J 1981;  283:628 

4.  Journal  Supplement 

Mastri  AR.  Neuropathy  of  diabetic  neurogenic 
bladder.  Ann  Intern  Med  1980;  92(2  Pt  2):316-8 
Frumin  AM,  Nussbaum  J,  Esposito  M.  Functional 
asplenia:  demostration  of  splenic  activity  by  bone 
marrow  scan  [Abstract].  Blood  1979;  54(Suppl  l):26a. 

5.  Journal  Paginated  by  Issue 

Seaman  WB.  The  case  of  the  pancreatic  pseudocyst. 
Hosp  Pract  1981;  16(Sep):24-5 

Books  and  Other  Monographs 

6.  Personal  Author(s) 

Eisen  HN.  Immunology:  and  introduction  to  mole- 
cular and  cellular  principles  of  the  immune  response. 
5th  ed.  New  York:  Harper  and  Row,  1974;  406 


7.  Editor,  Compiler,  Chairman  as  Author 

Dausset  J,  Colombani  J,  eds.  Histocompatibility 
testing  1972.  Copenhagen:  Munksgaard,  1973;  12-8 

8.  Chapter  in  a Book 

Weinstein  L,  Swartz  MN.  Pathogenic  properties  of 
invading  microorganisms.  In:  Sodeman  WA  Jr, 
Sodeman  WA,  eds.  Pathologic  physiology:  mecha- 
nisms of  disease.  Philadelphia:  WB  Saunders, 
1974;  457-72 

9.  Published  Proceeding  Paper 

DuPont  B.  Bone  marrow  transplantation  in  severe 
combined  immunodeficiency  wiht  an  unrelated 
MLC  compatible  donor.  In:  White  H J,  Smith  R,  eds. 
Proceedings  of  the  third  annual  meeting  of  the  Inter- 
national Society  for  Experimental  Hematology. 
Houston:  International  Society  for  Experimental 
Hematology,  1974;  44-6 

10.  Monograph  in  a Series 

Hunninghake  GW,  Gadek  JE,  Szapiel  SV,  et  al.  The 
human  alveolar  macrophage.  In:  Harris  CC,  ed. 
Cultured  human  cells  and  tissues  in  biomedical 
research.  New  York:  Academic  Press,  1980:54-6. 
(Stoner  GD,  ed.  Methods  and  perspectives  in  cell 
biology;  vol  1). 

11.  Agency  Publication 

Ranofsky  AL.  Surgical  operations  in  short-stay 
hospitals:  United,States-1975.  Hyattsville,  Maryland: 
National  Center  for  Health  Statistics,  1978;  DHEW 
publication  no.  (PHS)78-1785,  (Vital  and  health 
statistics;  series  13;  no  34) 

12.  Dissertation  or  Thesis 

Cairns  RB.  Infrared  spectroscopic  studies  of  solid 
oxygen  [Dissertion].  Berkeley,  California:  University 
of  California,  1965.  156  p. 

Other  Articles 

13.  Newspaper  Article 

Shaffer  RA.  Advances  in  chemistry  are  starting  to 
unlock  mysteries  of  the  brain:  discoveries  could  help 
cure  alcoholism  and  insomnia,  explain  mental 
illness.  How  the  messengers  work.  Wall  Street 
Journal  1977  Aug  12:l(col  1),  KXcol  11). 

14.  Magazine  Article 

Roueche  B.  Annals  of  medicine:  the  Santa  Claus 
culture.  The  New  Yorker  1971  Sep  4:66-81 

Tables 

Type  each  table  double  spaced  on  a separated  sheet. 
Do  not  submit  tables  as  photographs.  Number  tables 
consecutively  in  the  order  of  their  first  citation  in  the  text 
and  supply  a brief  title  for  each.  Give  each  column  a short 
or  abbreviated  heading.  Place  explanatory  matter  in 
footnotes,  not  in  the  heading.  Explain  in  footnotes  all 
non  standard  abbreviations  that  are  used  in  each  table. 
For  footnotes,  use  the  following  symbols,  in  this 

sequence:  *,  t,  J,  §,  11,  11,  **,  ++ 

Identify  statistical  measures  of  variations  such  as 
standard  deviation  and  standard  error  of  the  mean. 

Do  not  use  internal  horizontal  and  vertical  rules. 

Be  sure  that  each  table  is  cited  in  the  text. 

If  you  use  data  from  another  published  or  unpublished 
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source,  obtain  permission  and  acknowledge  fully. 

The  use  of  too  many  tables  in  relation  to  the  length  of 
the  text  may  produce  difficulties  in  the  layout  of  pages. 
Examine  issues  of  the  journal  to  which  you  plan  to  submit 
your  paper  to  estimate  how  many  tables  can  be  used  per 
1000  words  of  text. 

The  editor,  on  accepting  a paper,  many  recommend 
that  additional  tables  containing  important  back-up  data 
too  extensive  to  publish  be  deposited  with  an  archival 
service,  such  as  the  National  Auxiliary  Publication 
Service  (NAPS)  in  the  United  States,  or  made  available 
by  the  authors.  In  that  event,  an  appropriate  statement 
will  be  added  to  the  text.  Submit  such  tables  for  consi- 
deration with  the  paper. 

Ilustrations 

Submit  the  required  number  of  complete  sets  of 
figures.  Figures  should  be  professionally  drawn  and 
photographed;  freehand  or  typewritten  lettering  is 
unacceptable.  Instead  of  original  drawings,  roentgeno- 
grams, and  other  material,  send  sharp,  glossy  black-and- 
white  photographic  prints,  usually  127  by  173  mm 
(5  by  7in.)  but  no  larger  than  203  by  254  mm 
(8  by  10  in.).  Letters,  numbers,  and  symbols  should  be 
clear  and  even  throughout,  and  of  sufficient  size  that 
when  reduced  for  publication  each  item  will  still  be 
legible.  Titles  and  detailed  explanations  belong  in  the 
legends  for  illustrations,  not  on  the  illustrations  them- 
selves. 

Each  figure  should  have  a label  pasted  on  its  back 
indicating  the  number  of  the  figure,  author  name,  and  the 
top  of  the  figure.  Do  not  write  on  the  back  of  the  figures, 
or  scratch  or  mar  them  using  paper  clips.  Do  not  bend 
figures  or  mount  them  on  cardboard. 

Photomicrographs  must  have  internal  scale  markers. 
Symbols,  arrows,  or  letters  used  in  the  photomicrographs 
should  contract  with  the  background. 

If  photographs  of  persons  are  used,  either  the  subjects 
must  not  be  identifiable  or  their  pictures  must  be 
accompanied  by  written  permission  to  use  the  photograph. 

Figures  should  be  numbered  consecutively  according 
to  the  order  in  which  they  have  been  first  cited  in  the  text. 
If  a figure  has  been  published,  acknowledge  the  original 
source  and  submit  written  permission  from  the  copyright 
holder  to  reproduce  the  material.  Permission  is  required, 
irrespective  of  authorship  or  publisher,  except  for 
documents  in  the  public  domain. 

For  illustrations  in  color,  ascertain  whether  the  journal 
requires  color  negatives,  positive  transparencies,  or  color 
prints.  Accompanying  drawings  marked  to  indicate  the 
region  to  be  reproduced  may  be  useful  to  the  editor.  Some 
journals  publish  illustrations  in  color  only  if  the  author 
pays  for  the  extra  cost. 

Legends  for  Illustrations 

Type  legends  for  illustrations  double  spaced,  starting 
on  a separate  page,  with  arabic  numerals  corresponding 
to  the  illustrations.  When  symbols,  arrows,  numbers,  or 
letters  are  use  to  identify  parts  of  the  illustrations, 
identify  and  explain  each  one  clearly  in  the  legend. 


Explain  internal  scale  and  identify  method  of  staining  in 
photomicrographs. 

Units  of  Measurement 

Measurements  of  length,  weight, and  volume  should  be 
reported  in  metric  units  (metre,  kilogram,  litre)  or  their 
decimal  multiples. 

Temperatures  should  be  given  in  degrees  Celsius. 
Blood  pressures  should  be  given  in  millimetres  of 
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Chronic  Diseases  In  Canada  [Chronic  Dis  Can] 

Circulation  [Circulation] 
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Diet.  The  sun.  Radon.  It  seems  just  about 
every  day  there's  a new  cancer  warning.  No 
wonder  people  are  getting  a little  crazy.  But 
there  is  a simple  way  to  take  control  of  the 
situation.  And  your  life. 

Call  the  American  Cancer  Society's  toll-free 
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information  line.  Our  people  will  answer  any 
questions  you  hove  about  prevention  or  detec- 
tion. No  one  has  more  complete  and  up-to- 
date  information.  We'll  give  you  the  truth. 
The  facts.  The  personal  guidance  to  do 
whaf  s right. 


CALL  l•800•ACS•23ll5.  WE’LL  EASE  YOUR  MIND. 
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INSTRUCCIONES  PARA  LOS  AUTORES* 

El  Boletín  acepta  para  su  publicación  artículos  relativos  a medicina  y cirugía  y 
las  ciencias  afines.  Igualmente  acepta  artículos  especiales  y correspondencia  que 
pudiera  ser  de  interés  general  para  la  profesión  médica. 

Se  urge  a los  autores  se  esfuercen  en  perseguir  claridad,  brevedad,  e ir  a lo 
pertinente  en  sus  manuscritos  no  importa  el  tema  o formato  del  manuscrito. 

El  articulo,  sí  se  aceptara,  será  con  la  condición  de  que  se  publicará  únicamente 
en  esta  revista. 

Para  facilitar  la  labor  de  revisión  de  la  Junta  Editora  y la  del  impresor,  se 
requiere  de  los  autores  que  sigan  las  siguientes  instrucciones: 

Manuscrito 

El  manuscrito  completo,  incluyendo  las  leyendas  y referencias  deberán  estar 
escritos  en  maquinilla  a doble  espacio;  por  un  solo  lado  de  cada  página,  en 
TRIPLICAEX)  y con  amplio  margen.  En  página  separada  deberá  incluirse  lo 
siguiente:  título,  nombre  del  autorf es)  y su  grado  (ej:  MD,  FACP),  ciudad  donde 
se  hizo  el  trabajo,  el  hospital  o institución  académica,  patrocinadores  del  estudio, 
y si  un  artículo  ha  sido  leído  en  alguna  reunión  o congreso,  asi  debe  hacerse 
constar  como  una  nota  al  calce. 

El  manuscrito  debe  comenzar  con  una  breve  introducción  en  la  cual  se 
especifique  el  propósito  del  mismo.  Las  secciones  principales  (como  por  ejemplo: 
materiales  y métodos)  deben  identificarse  con  un  encabezamiento  en  letras 
mayúsculas. 

Artículos  referentes  a resultados  de  estudios  clínicos  o investigaciones  de 
laboratorio  deben  organizarse  bajo  los  siguientes  encabezamientos:  Introducción, 
Materiales  y Métodos,  Resultados,  Discusión,  Resumen  (en  español  e inglés). 
Reconocimiento  y Referencias. 

Artículos  referentes  a estudios  de  casos  aislados  deben  organizarse  en  la 
siguiente  forma:  Introducción,  Materiales  y Métodos  si  es  aplicable. 
Observaciones  del  Caso,  Discusión,  Resumen  (en  español  e inglés). 
Reconocimientos  y Referencias. 

Nomenclatura 

Deben  usarse  los  nombres  genéricos  de  los  medicamentos.  Podrán  usarse 
también  los  nombres  comerciales,  entre  paréntesis,  si  asi  se  desea.  Se  usará  con 
preferencia  el  sistema  métrico  de  pesos  y medidas. 

Tablas 

Las  tablas  deben  aparecer  en  hojas  separadas.  Estas  deben  incluir  el  titulo,  y el 
número  de  la  tabla  debe  estar  en  romano.  Los  símbolos  de  unidades  deben 
limitarse  al  encabezamiento  de  las  columnas.  Se  deben  omitir  lineas  verticales  en 
(a  tabla.  Se  usará  en  las  tablas  el  mismo  idioma  en  el  cual  está  escrito  el  articulo. 
Deben  limitarse  las  tablas  a solo  aquellas  que  contribuya  nal  mejor  entendimiento 
del  manuscrito. 

Ilustraciones 

Las  fotografías  y microfotografias  se  someterán  como  copias  en  papel  de  lustre, 
sin  montar  o en  transparencias.  En  el  reverso  de  la  figura  debe  aparecer  el  número 
de  la  figura  (arábigo)  y el  autor.  Debe  indicarse  la  parte  superior  de  la  ilustración. 

Resumen 

Un  abstracto  no  mayor  de  ISO  palabras  debe  acompañar  los  manuscritos.  Debe 
incluir  los  puntos  principales  que  ilustren  la  substancia  del  articulo  y la  exposición 
del  problema,  métodos,  resultados  y conclusiones. 

Referencias 

Las  referencias  deben  ser  numeradas  sucesjvámente  de  acuerdo  a su  aparición 
en  el  texto.  Los  números  deben  aparecer  en  paréntesis  al  nivel  de  la  linea  u oración. 
Al  final  de  cada  articulo  las  referencias  deben  aparecer  en  el  orden  numérico  en 
que  se  citan  en  el  texto.  Deben  utilizarse  solamente  las  abreviaturas  para  títulos  de 
revistas  científicas  según  indicadas  en  el  “Cumulative  Index  Medicus*'que  publica 
la  Asociación  Médica  Americana.  Las  referencias  deben  seguir  el  patrón  que  se 
describe  a continuación. 

1.  Para  artículos  de  revistas:  Apellido(s)  e iniciales  del  nombre  del  autor(es), 
titulo  del  articulo,  nombre  de  la  revista,  año,  volumen,  páginas.  Por  ejemplo: 

Villavicencio  R.  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 
P Rico  1981;  73:  479-87 

Si  hay  más  de  7 autores,  incluir  los  primeros  3 y añadir  et  al. 

2.  Para  citación  de  libros  donde  el  autorfes)  del  capitulo  citado  es  a su  vez  el 
(los)  editor(es):  Apellido(s)  e iniciales  del  autoifes),  titulo  del  libro,  número 
de  edición,  ciudad,  casa  editora,  año  y página.  Por  ejemplo: 

Keith  JD,  Rowe  RD,  Vlad  P.  Heart  disease  in  infancy  and  childhood, 
3d.  Ed.,  New  York,  MacMillan,  1978:  789 

3.  Para  citación  de  libros  donde  el  editor(es)  no  es  el  autorfes)  del  capitulo  citado 
se  añade  el  autorfes)  del  capitulo  y el  titulo  del  mismo.  Por  ejemplo; 

Olley  PM.  Cardiac  ari^thmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P Eds. 
Heart  disease  in  infancy  and  childhood,  3d  Ed.,  New  York,  MacMillan, 
1978:  275-301 

Cartas  al  Editor 

Se  publicarán  a discreción  de  la  Junta  Editora.  Deben  estar  escritas  en  maqui- 
nilla a doble  espacio,  no  deben  ser  mayores  de  500  palabras,  ni  incluir  más  de  cinco 
referencias. 

*Estas  “Instrucciones  para  los  Autores"  son  de  acuerdo  a las  normas 
establecidas  por  el  Comité  Internacional  de  Editores  de  Revistas  Médicas  en  sus 
“Requisitos  Uniformes  para  Manuscritos  Sometidos  a Revistas  Bio-Médicas”. 


INSTRUCTIONS  TO  AUTHORS* 

The  Bulletin  will  accept  for  publication  contributions  relating  to  the  various 
areas  of  medicine,  surgery  and  allied  medical  sciences.  Special  articles  and 
correspondence  on  subjects  of  general  interest  to  physicians  will  also  be  accepted. 
All  material  is  accepted  with  the  understanding  that  it  is  to  be  published  solely  in 
this  journal. 

All  authors  are  urged  to  seek  clarity,  brevity,  and  pertinence  in  the  manuscripts 
regardless  of  subject  or  format. 

In  order  to  facilitate  review  of  the  article  by  the  Editorial  Board  and  the  work  of 
the  printer,  the  authors  must  conform  with  the  following  instructions: 

Manuscripts 

The  entire  manuscript,  including  legends  and  references  should  be  typewritten 
double  spaced  in  TRIPLICATE  with  ample  margins.  A separate  title  pageshould 
include  the  following:  title,  authors  and  their  degrees  (e.g.  M D,  FACP),  city  where 
the  work  was  done,  hospital  or  academic  institutions,  acknowledgement  of 
financial  sponsors,  and  if  the  paper  has  been  presented  at  a meeting  the  place  and 
date  should  be  given. 

The  manuscripts  should  start  with  a brief  introductory  paragraph  or 
paragraphs  which  should  state  its  purpose.  The  main  sections  (for  example. 
Materials  and  Methods)  should  be  identified  by  headings  in  capital  letters. 

Articles  reporting  the  results  of  clinical  studies  or  laboratory  investigation 
should  be  organized  under  the  following  headings:  Introduction,  Material  and 
Methods,  Results  if  indicated.  Discussion,  Summary  in  English  and  Spanish, 
Acknowledgments  if  any,  and  References. 

Nomenclature 

Generic  names  of  drugs  should  be  used;  trade  names  may  also  be  given  in 
parenthesis,  if  desired.  Metric  units  of  measurement  should  be  used 
preferentially). 

Tables 

These  should  be  typed  on  separate  sheets  with  the  title  and  table  number 
(Roman)  centered.  Symbol  for  units  should  be  confined  to  the  column  headings. 
Vertical  lines  should  be  omitted.  The  language  used  in  the  tablesmust  be  the  same 
as  that  of  the  article.  Include  only  those  tables  which  will  enhance  the 
understanding  of  the  article.  They  should  supplement,  not  duplicate  the  text. 

Figures 

Photographs  and  photomicrographs  should  be  submitted  as  glossy  prints, 
(unmounted)  or  slides.  They  should  be  labeled  in  the  back  with  the  name  of  the 
authors  and  figure  number  (Arabic)  and  the  top  should  be  indicated.  Legends  to 
the  figures  should  be  typed  on  a separate  sheet. 

Summary 

An  abstract  not  longer  than  150  words  should  accompany  all  articles.  It  must 
include  the  main  points  that  present  the  core  of  the  article  and  the  exposition  of  the 
problem,  method,  results,  and  conclusions. 

References 

These  should  be  numbered  serially  as  they  appear  in  the  text.  The  number 
should  be  enclosed  in  parenthesis  on  the  line  or  writing  and  not  as  superscript 
numbers.  At  the  end  of  the  article  references  should  be  listed  in  the  numerical 
order  in  which  they  are  first  cited  in  the  text.  The  titles  of  journals  should  be 
abbreviated  according  to  the  style  used  in  the  “Cumulative  Index  Medicus” 
published  by  the  American  Medical  Association.  The  correct  forms  of  references 
are  as  given  below: 

1.  For  periodicals:  Surname  and  initials  of  authorfs),  title  of  article,  name 
of  journal,  year,  volume,  pages.  For  example: 

Villavicencio  R.  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 
P R 1981;  73:  479-87 

If  there  are  more  than  7 authors  list  only  3 and  add  et  al. 

2.  For  books  when  the  authors  of  the  cited  chapter  is  at  the  same  time  the  editor 
Surname  and  initials  of  authorfs),  title,  edition,  city,  publishing  house,  year 
and  page.  For  example: 

Keith  JD,  Rowe  RD,  Vlad  P.  Heart  disease  in  infancy  and  childhood, 
3d  Ed.,  New  York,  MacMillan,  1978:  789 

3.  For  chapter  in  book  when  the  author  of  the  chapter  is  not  one  of  the  editors: 

Olley  PM.  Cardiac  arrythmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P.  Eds. 
Heart  disease  in  infancy  and  childhood,  3d  Ed.  New  York,  MacMillan, 
1978,  275-301 

Letters  to  the  Editor 

Will  be  published  at  the  discretion  of  the  Editorial  Board.  They  should  be 
typewritten  double-spaced,  should  not  exceed  500  words  nor  more  than  five 
references. 

*The  above  “Instructions  to  Authors"  are  according  to  the  format  required  by 
the  International  Committee  of  Medical  Journal  Editors  in  its  “Uniform 
Requirements  for  Manuscripts  Submitted  to  Biomedical  Journals". 
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It’s  a lot  easier  to  fight  cancer  before  you  get  it. 

Scientists  estimate  that  up  to  60%  of  all  cancer 
could  be  prevented. 

By  simply  making  a few  changes  in  your  lifestyle. 

By  not  getting  too  much  sun.  By  not  smoking 
cigarettes.  By  not  overeating.  And  by  following  a 
diet  high  in  fiber  and  low  in  fat. 

By  simply  doing  these  few  things,  you  could 
drastically  reduce  your  risk  of 
getting  cancer. 

Sure,  you  could  still  get  cancer. 

But  why  not  give  yourself  the  SOCIETY' 

odds  against  it?  Help  us  keep  winning. 
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Cáncer  1991, 

Nuestra  Realidad 

Esta  edición  se  dedica  en  forma  exclusiva  a una  de  las  primeras 
causas  de  muerte  en  nuestro  país  y de  los  países  industrializados, 
el  Cáncer.  Esta  enfermedad  afecta  a todas  las  especialidades  médico- 
quirúrgicas,  no  respetando  edad,  sexo  o raza. 

Nuestros  pacientes  cuentan  con  los  servicios  locales  de  la  División 
Puertorriqueña  de  la  Asociación  Americana  del  Cáncer,  la  Liga  Puerto- 
rriqueña Contra  el  Cáncer,  la  Clínica  Oncológica  de  Ponce  y la  Clínica 
de  Radioterapia  del  Centro  Médico  de  Mayaguez,  entidades  que  por 
muchos  años  han  brindado  su  servicio,  dedicación  extrema  y cariño  a 
nuestros  pacientes  y sus  familiares.  A todas  ellas  les  agradecemos  su 
dedicación  y esfuerzo.  En  esta  edición  les  incluimos  trabajos  originales 
y reproducciones  de  otros  realizados  por  miembros  de  estas  institu- 
ciones los  cuales  han  de  ser  muy  útiles  a nuestros  lectores. 

Recojemos  como  de  importancia  un  articulo  sobre  las  estadísticas  del 
Cáncer  en  1991  publicado  en  al  Revista  CA-  A Cancer  Journal  for 
Clinicians,  el  cual  reproducimos  con  autorización  de  la  American 
Cancer  Society.  Podemos  observar  en  qué  posición  se  encuentra  P.R. 
comparado  con  otros  estados  de  los  EE.UU.  al  igual  que  otros  países. 

Se  estima  que  para  este  año  fallecerán  un  total  de  4000  personas  afec- 
tadas de  cáncer  en  P.R.,  cifra  que  se  reduce  a 128/100,000  habitantes. 
Estas  cifras  que  son  superiores  en  número  a las  de  muchos  estados  con 
menor  población,  representan  la  segunda  tasa  más  baja  de  mortalidad 
por  100,000  habitantes  de  población  de  toda  la  nación  Norteamericana, 
siendo  aventajados  solamente  por  el  estado  de  Utah. 

Invitamos  a nuestros  lectores  a revisar  las  estadísticas  referentes  a los 
tipos  más  frecuentes  de  cáncer  y su  variación  entre  estados  y diferentes 
países,  al  igual  que  las  proyecciones  para  el  año  1991. 

En  P.R.  se  perfilan  550  casos  de  muerte  por  cáncer  de  pulmón,  350  de 
colon  y recto,  325  de  próstata,  250  de  mama  en  hembras,  175  de  cáncer 
oral,  175de  páncreas,  150  de  útero,  150  casos  de  leucemia,  y 25  casos  de 
muerte  por  melanoma  durante  el  1991. 

Nuestra  sección  de  Estudios  Especiales  nos  presenta  excelentes 
artículos  sobre  la  epidemiología  del  cáncer  en  nuestro  país,  utilizando 
datos  y recopilaciones  de  registros  al  efecto  mantenidos  en  la  isla. 

El  Dr.  Isidro  Martínez  y sus  colaboradores  Raquel  Torres  Llauger, 
Julio  E.  Nevárez  y Cristino  Ruíz,  nos  muestran  la  incidencia  del  cáncer 
en  P.R. , por  municipio,  en  los  años  1960-1988  estableciendo  las  tasas  de 
la  enfermedad  y aportando  datos  de  extrema  importancia  para  nuestros 
clínicos,  al  igual  que  para  los  investigadores  y planificadores  de  la  salud 
de  este  país.  El  Dr.  I.  Martínez,  y R.  Torres  Llauger  nos  presentan 
también  una  panorámica  del  Registro  de  Cáncer  en  Puerto  Rico. 

El  Dr.  Máximo  Cerame  Vivas,  reconocido  investigador  y ambienta- 
lista, nos  presenta  su  estudio  sobre  la  epidemiología  ambiental  del 
cáncer  en  P.R.  páralos  años  1987-1988,  tratando  de  establecer  en  dicho 
estudio,  solicitado  por  la  Liga  Puertorriqueña  Contra  el  Cáncer,  si 
existen  o no  relaciones  notables  entre  la  incidencia  de  tumores  y algunas 
condiciones  ambientales  que  afectan  a Puerto  Rico.  Establece  que 
Cataño  y otros  municipios  sujetos  a fuertes  emisiones  industriales, 
donde  ha  habido  poco  o ningún  control  ambiental,  sobresalieron  en  su 
relación  con  el  cáncer. 

Los  hallazgos  del  Dr.  Cerame  Vivas  nos  motivan  como  médicos  a 
insistir  más  aún  en  la  población  de  nuestras  generaciones  futuras  reali- 
zando una  mayor  fiscalización  y aplicación  de  las  leyes  estatales  y fede- 
rales que,  aunque  si  bien  existen,  muchas  veces  no  se  cumplen  a caba- 
lidad.  La  clase  médica  debe  envolverse  en  este  tipo  de  control  y fiscaliza- 
ción, ya  que  todos,  nuestros  pacientes,  nuestros  amigos,  nuestros  hijos  y 
otros  familiares,  corremos  el  mismo  riesgo  frente  a estos  contami- 
nantes. 

El  Dr.  Jorge  Chiriboga,  Catedrático  de  Medicina  Preventiva  de  la 
Escuela  de  Medicina  de  Ponce,  nos  presenta  su  disertación  y filosofía  de 
los  aciertos  y fallas  de  los  métodos  epidemiológicos  empleados  para 
estudiar  la  etiología  del  cáncer.  Nos  hace  una  revisión  muy  pertinente 
del  tema. 


BfLETíN 


¿/Muestra  Portada 

CORTEZA  DE  VILLALBA 

El  reconocido  fotógrafo  puertorriqueño  Jorge  Santana  captura  en  esta 
impresionante  fotografía,  de  la  corteza  de  un  árbol  en  Villalba,  la  escencia 
destructiva  del  cáncer.  Agradecemos  al  Sr.  Santana,  esta  foto 
especialmente  realizada  para  esta  edición  del  Boletín.  La  oontrapiortada 
nos  muestra  una  gráfíca  que  refleja  las  muertes  estimadas  de  cáncer  para 
Puerto  Rico  en  1991,  datos  extraídos  del  artículo  de  Boring  y 
colaboradores  de  "Cancer  Statistics  1991"  reproducido  en  esta  edición. 


La  Dra.  Barbara  S.  Menéndez  del  Albert  EinsteinCollege  of  Medical  y 
el  Dr.  Steve  Blum,  Director  de  la  Oficina  de  Investigación  Epidemioló- 
gica del  Departamento  de  Salud  de  Nueva  York,  nos  presentan  un 
trabajo  comparativo  de  los  registros  de  tumores  de  Puerto  Rico  y Nueva 
York  y la  discrepancia  entre  ambos. 

Los  Dres.  Michael  J.  González,  de  la  Michigan  State  University,  y 
José  Raúl  Rodríguez,  de  la  Fordham  University,  nos  presentan  una 
revisión  de  datos  experimentales  que  asocian  el  cáncer  de  mama  con  el 
consumo  de  grasa  en  ratas,  tratando  de  explicar  los  posibles  meca- 
nismos envueltos  en  tal  proceso. 

En  nuestra  sección  de  Notas  Breves  reproducimos  e insertamos  unas 
notas  informativas  sobre  el  cáncer,  que  nos  fueron  cedidas  por  la 
Asociación  Americana  del  Cáncer  - División  de  Puerto  Rico  que 
pueden  ser  de  utilidad  para  información  a los  pacientes,  incluyendo 
datos  sobre  nutrición,  tratamiento  del  cáncer,  la  prevención  del  cáncer 
del  seno,  el  cáncer  de  la  piel,  al  igual  que  sobre  el  hábito  de  fumar. 
Destacamos  además  comunicaciones  de  la  Liga  Puertorriqueña  Contra 
el  Cáncer,  La  Clínica  Oncológica  de  Ponce  y del  Departamento  de 
Radioterapia  del  Centro  Médico  de  Mayaguez. 

A nuestros  lectores,  queremos  recordarles  que  en  las  secciones  de 
Cartas  al  Editor  y Notas  Breves  pueden  publicarse  comunicaciones 
científicas  cortas,  a la  vez  que  informaciones  pertinentes  sobre  activi- 
dades o cursos  científicos  o educativos. 

De  la  misma  forma  queremos  invitar  a todos  los  directores  de  progra- 
mas de  entrenamiento  en  el  país  para  que  empleen  este  medio  como  el 
foro  científico  de  sus  experiencias  clínicas  e investigativas.  Con  su  cola- 
boración el  Boletín  se  engrandecerá,  crecerá  al  gusto  de  todos  y nos  per- 
mitirá un  mayor  intercambio  de  opiniones  y posiciones  clínico-médicas. 


Adolfo  Pérez-Comas,  M.D.,  Ph.D. 
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Usted,  como  médico,  comparte 
con  nosotros  lo  tradición  de 
dar  alivio. 

Coincidimos  en  que  la  salud  de 
Puerto  Rico  es  lo  primero.  Por  eso, 
de  igual  manera  que  usted  se 
mantiene  al  tanto  de  adelantos 
técnicos  en  su  profesión,  en 
Richardson  Vicks  seguimos 
creciendo  y desarrollando  nueva 
fórmulas.  Porque  a través  de  una 
línea  de  productos  más  complete 
podemos  dar  alivio  más  eficaz. 


Rafael  G.  Sorrentino,  MD 
1916  - 1991 


IN  MEMORIAM 


Eduardo  A.  Santiago  Delpín,  MD,  MS 

Irónica  víctima' de  cáncer  de  hígado,  cáncer  el  enemigo  a 
quien  dedicó  su  vida  profesional  y de  las  garras  del  cual 
salvó  a incontables  pacientes  en  Puerto  Rico,  murió  Rafael 
G.  Sorrentino  el  día  11  de  marzo  de  1991.  Tal  como  fué  su 
vida,  así  fué  su  enfermedad  final  y su  muerte:  con  valentía, 
ecuanimidad,  madurez,  caballerosidad,  humildad,  y 
dulzura.  Aunque  lo  primero  que  uno  recuerda  del  Dj. 
Sorrentino  eran  estos  rasgos,  en  particular  con  el  trato  a sus 
pacientes,  su  contribución  al  manejo  del  cáncer  en  Puerto 
Rico  es  tan  grande  que  hemos  querido  dejar  estos  apuntes 
sobre  sus  contribuciones  profesionales  y administrativas 
para  que  sean  éstas  reconocidas  y recordadas  como  lo  son 
sus  contribuciones  personales  y educativas.  Nuestro 
recuerdo  personal  para  estos  apuntes  fue  complementado 
por  las  contribuciones  de  compañeros,  colaboradores, 
amigos  y familia,  incluyendo  a su  hijo  José  Sorrentino,  a 
Mercedes  Fernández,  Mirta  Cotto,  Reynold  López, 
Euríbades  Cernid,  Rosa  Llop,  Ana  Sofia  Raffucci,  Roque 
Nido,  Carmen  González,  José  Eugenio  López,  Luis 
Vallecillo,  y Víctor  Marcial. 

El  Dr.  Sorrentino  nació  en  La  Vega,  República 
Dominicana  el  24  de  octubre  de  1919.  La  lealtad  a su  cuna 
estuvo  siempre  presente  en  su  alma,  aún  cuando  la  lealtad  a 
Puerto  Rico,  su  país  de  adopción,  compitiera  con  ésta  en 
no  menos  de  una  ocación.  Más  adelante,  también  en  su 
país  natal  tendría  una  contribución,  al  ayudar  a desarrollar 
la  Universidad  Nacional  Pedro  Henríquez  Ureña. 

Estudios  primarios  en  La  Vega  fueron  seguidos  de 
estudios  universitarios  y médicos  en  la  Universidad  de 
Santo  Domingo,  en  donde  se  recibió  con  un  doctorado  en 
el  1945  presentando,  como  es  la  usanza  en  la  escuela 
europea,  ima  tésis  doctoral,  la  suya  sobre  "Anestesia  Local 
en  Apendectomía".  Por  muchos  años  continuó  insistiendo 
Dr.  Sorrentino  sobre  el  uso  de  anestesia  local  en  cirugía 
mayor:  aquellos  en  quienes  dejó  huella  añadimos  esta 
práctica  a nuestro  armamentario.  Internado  en  Santo 
Domingo,  igual  que  la  residencia,  hasta  1947.  Esto 
seguido  de  irnos  años  como  jefe  de  cirugía  en  un  hospital 
de  San  Cristóbal,  República  Dominicana. 


Del  1949  hasta  1951  visita  la  Universidad  de  Minnesota 
donde  coincide  y entabla  amistad  con  Francisco  L. 
Raffucci.  Esta  amistad  duró  toda  su  vida,  con  lealtad 
mutua  y con  respeto  mutuo.  Dr.  Sorrentino  fue  uno  de  los 
colaboradores  silenciosos  del  Dr.  Raffucci  en  su  gestión 
administrativa  y profesional.  Como  narró  el  mismo  Dr. 
Raffucci,  "fue  allí  en  Minnesota  que  conocí  aquel 
dominicano  buena  gente,  que  luego  sería  mi  amigo.  Años 
más  tarde  estando  Sorrentino  en  Venezuela,  le  mandaría 
aviso  el  Dr.  Raffucci,  "dígale  que  me  venga  a ver",  y ahí 
comenzaría  la  asociación  entre  ellos  en  Puerto  Rico. 

De  Minnesota,  Sorrentino  va  a Suiza  a la  Universidad  de 
Lausanne  donde  en  1953  se  recibiría  también  con  otro 
doctorado  en  medicina,  también  con  una  tésis  doctoral, 
esta  vez  sobre  tumores  de  mediastino,  "Tumeurs  du 
Medias  tin  Chez  l'Enfant".  AUí  conoció  a la  persona  más 
importante  de  su  vida,  su  amada  esposa  y compañera  de 
toda  la  vida.  Doña  Gladys,  Madame  Sorrentino.  De  esa 
unión  nacerían  más  tarde  Rafael,  quien  luego  se  encargaría 
de  muchos  de  los  negocios  de  Sorrentino,  y José  Lorenzo 
quien  sería  médico  y luego  cirujano. 

Empieza  Soirentino  en  Puerto  Rico  en  Fajardo,  con 
aquél  grupo  que  habría  luego  de  estar  tan  presente  en  la 
cirujía  de  Puerto  Rico,  Frank  Raffucci,  Salvador  Busquéis, 
Roque  Nido,  Ramón  Isales  y otros  más. 

Raffucci  lo  trae  en  1958  al  Hospital  Municipal  de  San 
Juan.  Luego  aprende  a operar  la  máquina  de  circulación 
extiacorpórea,  la  primera  en  Puerto  Rico,  con  el  cual  se  le 
harían  las  primeras  cirugías  del  corazón  abierto  en  el  país; 
luego,  al  estar  en  el  Hospital  Universitario,  inclina  su 
trayectoria  al  cáncer,  y la  hace  su  carrera  profesional  para 
siempre.  La  experiencia  como  primer  "bombero"  del  pafe 
le  sería  muy  útil  luego,  en  la  perfusión  de  extreirtidades  de 
pacientes  con  cáncer. 

Respondiendo  a esa  vocación  interna,  y ya  entronizado 
como  cirujano  de  cáncer,  comienza  a desarrollar  la 
educación  y los  servicios  de  cáncer  de  Puerto  Rico,  con 
visión  y liderato. 
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En  el  hospital  Oncológico  comienza  con  un  Donativo  de 
Educación  de  Cáncer  del  decano  de  la  Universidad  de 
Puerto  Rico.  Simultáneamente  comienza  en  el  Hospital 
Universitario  im  Registro  de  Cáncer.  Más  tarde  obtendría 
un  Donativo  de  Educación  de  Cáncer  de  los  Institutos 
Nacionales  de  Salud,  donativo  que  duró  por  más  de  veinte 
años  y bajo  el  cual  se  entrenaron  como  "cancer  fellows" 
muchos  residentes  de  cirugía  incluyendo  al  autor  que 
suscribe.  Comenzó  también  los  Cursos  Básicos  de  Cáncer 
para  estudiantes  de  medicina,  residentes,  fellows  y 
profesores.  Simultáneamente  comenzó  los  Seminarios  de 
Cancer  con  distintos  tópicos,  y el  programa  de  Asistentes 
Clínicos  para  estudiantes  de  medicina  o estudiantes 
graduados  los  dos  meses  del  verano,  éste  con  fondos 
federales  también.  Aimque  el  énfasis  era  en  proyectos  de 
investigación,  muchos  se  orientaban  en  la  disciplina 
clínica  nada  más.  Esta  asistencia  familiarizaba  más  de 
cerca  al  estudiante  con  la  investigación  en  cáncer  y la 
práctica  de  la  cirugía  de  cáncer.  Por  muchos  años  se 
entrenaban  aproximadamente  15  estudiantes  cada  verano, 
y era  una  de  las  pasantías  más  atractivas  de  nuestra 
institución. 

Subsiguientemente,  diseñaría  en  Area  de  Cáncer  del 
noveno  piso  del  Recinto  de  Ciencias  Médicas  para 
proseguir  desde  ahí  la  educación,  y para  ubicar  el  Registro 
de  Cáncer  del  Recinto  de  Ciencias  Médicas. 

En  lo  clínico,  comenzó  la  Clínica  de  Cabeza  y Cuello 
que  tan  exitosamente  fue  en  enfocar  los  hallazgos  que 
emergían  en  esa  época  del  Registro  de  Cáncer  sobre  la 
incidencia  de  estos  tumores  ®n  el  hombre  puertorriqueño. 
Estas  clínicas  existieron  hasta  su  transferencia  a la  sección 
de  Otorrinolaringología.  Comenzó  las  importantísimas 
Clínicas  de  Seno,  las  primeras  en  el  país,  que  actualmente 
están  en  operación  y cuya  organización  ha  sido 
formidablemente  eficiente  a través  de  los  años  - 
conjuntamente  con  las  Clínicas  Ambulatorias  de  Biopsia 
de  seno  - en  ayudar  a la  detención  temprana  de  cáncer  de 
seno  en  la  mujer  puertorriqueña.  Es  ahí  que  entrenó  el  Dr. 
Sorrentino  innumerables  enfermeras  que  hacen  hoy  día  las 
clínicas  de  cemimiento  en  el  Programa  de  Control  de 
Cáncer. 

Originó  la  primera  Junta  de  Tximores  (Tumor  Board)  y 
estuvo  a su  cargo  hasta  el  1987.  Esta  Jxmta  eventualmente 
evolucionó  en  la  Conferencia  de  Planificación  de  Tumores 
(Treatment  Planning  Conference).  Ayudó  a instituir  la 
Conferencia  Combinada  de  Tratamiento  (Combined 
Treatment  Planning  Conference)  conjuntamente  con 
hematología  y radioterapia.  También  ayudó  a instituir  la 
Junta  de  Tumores  de  Ginecología  y la  Junta  de  Tumores 
de  Pediatría. 

Fue  instrumental  en  la  creación  del  Centro  de  Cáncer  de 
Puerto  Rico:  ayudó  en  su  concepto,  escritura,  desarrollo  y 
evolución,  conjimtamente  con  otros  profesionales:  Enrique 
Pérez  Santiago,  Maritza  Espinosa,  Luis  Vallecillo,  Enrique 
Vélez  García,  Víctor  Marcial,  Angel  Román  Franco,  el 
que  suscribe  (E.  S. ),  y otros.  Dentro  del  Centro  de  Cáncer 
estuvo  a cargo  de  educación  prácticamente  todo  el  tiempo. 

Para  esa  misma  época  fue  instrumental  en  traer  y 
entronizar  el  American  Cancer  Society,  Capítulo  de  Puerto 
Rico,  organización  que  tanto  ha  crecido  y tanto  bien  ha 
hecho.  Su  contribución  en  la  Universidad  Nacional  Pedro 


Henriquez  Ureña,  su  querida  UNPHU,  fue  como  asesor  en 
la  confección  de  los  programas  pre-médicos,  y el 
asesoramiento  académico  de  la  Escuela.  Se  fue  de  Santo 
Domingo  con  gran  prestigio. 

Conjuntamente  con  Raffucci  (es  un  dato  poco  conocido) 
diseñó  el  Laboratorio  de  Cirugía  Experimental  del  décimo 
piso  del  Recinto  de  Ciencias  Médicas,  laboratorio  que  ha 
entrenado  en  experimentación  a tantos  residentes  de 
cirugía,  y visitantes  del  exterior,  y que  continuó  siendo  la 
cede  principal  de  investigación  quirúrgica  del  país  por  los 
últimos  35  años. 

Su  sueño  fue  siempre  el  desarrollar  Clínicas 
Multidisciphnarias  de  Cáncer,  sueño  que  Uegó  a la  etapa 
de  diseño  y construcción  en  el  tercer  piso  del  Centro 
Médico  de  Puerto  Rico.  El  concepto  se  basa  en  que  se 
recibieran  y procesaran  todos  los  referidos  de  cáncer  en 
ésta  área  multidisciplinaria,  teniendo  médicos  de 
cemimiento,  especiaüstas  en  medicina,  área  de  reuniones, 
y salas  de  biopsias.  Proponemos  que  en  el  momento  en 
que  se  elabore  im  área  de  Clínicas  Multidisciplinarias  de 
Cáncer,  que  se  dé  el  nombre  del  Dr.  Rafael  Sorrentino  a 
ésta,  por  sus  contribuciones  en  el  campo  y por  ser  el  motor 
principal  detrás  de  ellas. 

Además  de  ima  obra  profesional  y administrativa  donde 
ejerció  liderato,  donde  con  perseverancia  obtuvo  logros, 
donde  con  dedicación  fue  maestro  y formador  de 
residentes,  estudiantes  y enfermeras,  además  operó  mües 
de  pacientes  de  cáncer  casi  hasta  el  momento  de  su  muerte. 
Operó  aún  después  de  someterse  a ima  cirugía  cardiaca  que 
habría  de  limitar  en  parte  su  energía  futura.  En  la  sala  de 
operaciones,  el  Dr,  Sorrentino  abordaba  los  problemas  de 
frente  y abiertamente  como  lo  hacía  en  su  vida 
administrativa.  Su  excelencia  y cuidado  en  la  técnica,  y su 
delicadeza  con  el  tejido,  lo  llevaron  a ser  un  técnico 
excelente  en  ciragía  de  mama,  en  cirugía  de  cuello  y aún 
en  hepatectomías,  donde  probablemente  fue  de  los 
cimjanos  más  versados  en  el  país.  También  contribuyó  por 
años  con  sus  perfusiones  de  extremidades  con 
quimioterapia. 

Pero  además  de  técnico,  fue  buen  médico,  im  hombre 
compasivo,  casi  religiosamente  devoto  por  el  paciente  de 
cáncer,  especialmente  por  el  paciente  indigente.  Enseñó 
compasión,  enseño  delicadeza,  enseñó  ética  no  con 
palabras  si  no  con  sus  acciones,  y las  varias  generaciones 
de  cirujanos  que  estuvimos  con  él  vemos  dentro  de 
nosotros  esa  compasión  como  reflejo  de  uno  de  los 
hombres  que  a5rudó  a formamos.  Su  intervensión  pacífica 
en  las  reuiüones  y controversias  resultaron  siempre  en 
mejorar  la  situación  y en  encontrar  soluciones.  De  esa 
misma  manera  elegante  y caballerosa,  cortés  y dedicada,  a 
la  vez  firme  y valiente  cuando  había  de  serlo,  lo  recuerdan 
sus  pacientes,  sus  compañeros  de  cirugía,  sus  hijos,  su 
esposa,  sus  compañeros  de  oficina.  A todos  dejó  esa 
huella  personal,  y al  país  le  legó  su  contribución  en 
servicio  y en  educación  en  cáncer. 


Eduardo  A.  Santiago  Delpín.  MD,  MS 
Catedrático  y Director  Departamento  de  Cirugía 
Universidad  de  Puerto  Rico 
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VERELAN:  Engineered  for  convenience 


RELIABLE  ABSORPTION 
WITH  OR  WITHOUT  FOOD 


• Patient  lifestyles  often  make  it  impractical  for  regular  dosing  with  full  meals 

• Patients  may  not  be  able  to  take  traditional  SR  verapamil*  on  a full  stomach  as 
recommended^ 

• Control  led -absorption  VERELAN  can  be  taken  with  or  without  food,  thus 
eliminating  the  variation  in  peak  levels  observed  with  traditional  SR  verapamil* 
therapy  if  taken  on  an  empty  stomach^'^ 

Smoother  vercipamil  blood  levels  over 
24  hours  without  food 

Plasma  levels  ng/mL  Plasma  levels  ng/mL 


160 160 


Fasting  Blood  level  comparison  from  two  individual  fedJ fasting  studies^ 


• Constipation,  which  can  be  easily  managed  in  most  patients,  is  the  most 
frequently  reported  side  effect  of  verapamil 


VERELAN  is  contraindicated  in  severe  left  ventricular  dysfunction,  hypotension,  or  cardiogenic  shock,  and 
sick  sinus  syndrome  or  second-  or  third-degree  AV  block. 

Please  see  brief  summary  of  Prescribing  Information  on  next  page. 


iNew 


ONCEADAY 


PELLET-FILLED  CAPSULES 

Verapamil  HCilS"! 

Verapamil  without  the  food  variable 


New  absorption  profile 
Advanced  convenience 
Advanced  dosing  simplicity 


The  usual  dose  is  240  mg  once  daily.  If  adequate  response 
is  not  obtained,  the  dose  may  be  titrated  up  to  360  mg  or  480  mg 
once  daily.  VER  ELAN  120  mg  is  available  for  patients  requiring 
lower  dose  verapamil  therapy. 


References:  1.  Pharmoceutlcal  Dato  Services,  Alpha  Data  Services,  December.  1989 

2.  Physicians'  Desk  Reference  (PDR*).  44lh  ea.  Oradell,  NJ:  Medicol  Economics  Co  Inc;  1990:  1117-1119 
(Isoptin  SR):  2053-2056  (Calan  SR)  3.  Data  on  file,  Lederle  Loborotories,  Pearl  River,  NY. 

4.  Bottini  PB,  Corr  AA,  Rhoades  RE,  Prisonl  LM,  O'Brien  DE  Dose  response  ot  a new  once  daily  verapamil 
capsule  contirmed  by  ambulatory  blood  pressure  monitoring  Presented  at  the  Fifth  Scientific  Meeting  of  the 
Americon  Society  ot  Hypertension;  Moy  17-21, 1990;  New  York,  NY  Abstracf 


Brief  Summary 
VERELAN»  Verapamil  HCI 
Susfalned-Releose  Pellet-Filled  Copsules 

For  complete  Prescribing  Information,  consult  pockoge  insert 

CUNKML  PHARMACOLOGY:  Food  does  not  offect  the  extent  or  rate  ot  the  controlled  absorption  ot  verapomil 
from  the  VERELAN  capsule 

Atrioventricular  block  can  occur  in  patients  without  preexisting  condition  defects  (see  WARNINGS) 

Acceleration  of  ventricular  rote  and/or  ventricular  fibrillation  has  been  reported  in  patients  with  atrial 
flutter  or  atrial  fibrillation  ond  a coexisting  accessory  AV  pathway  foi  lowing  administration  of  verapomil  (see 

WARNINGS) 

In  patients  with  hepatic  insufficiency  metobolism  is  delayed  and  elimination  half-life  prolonged  up  to  14 
to  16  hours  (see  PRECAUTIONS),  the  volume  of  distribution  is  increosed.  and  plasma  cleoronce  reduced  to 
about  30%  of  normol 

CONTRAINDICATIONS:  Severe  LV  dysfunction  (see  WARNINGS),  hypotension  (systolic  pressure  <90 
mmHg)  or  cardiogenic  shock,  sick  sinus  syndrome  (it  no  pacemaker  is  present),  second-  or  third-degree  AV 
block  (It  no  pacemaker  Is  present),  atrial  tlufter/fibril lotion  with  an  occessory  byposs  tract  (eg,  WPW  or  LGL 
syndromes)  (see  WARNINGS),  hypersensitivity  to  verapamil 

WARNINGS:  Verapomil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection  traction 
<30%)  or  moderate-to-severe  symptoms  of  cardiac  failure  and  in  patients  with  ony  degree  ot  ventricular 
dysfunction  it  they  are  receiving  a beta  blocker  Control  milder  heart  failure  with  optimum  digitolizotion 
ond/or  diuretics  before  VERELAN  is  used  Verapamil  may  occasionally  produce  hypotension  Elevations  of 
liver  enzymes  hove  been  reported 

Several  coses  ot  hepotocellular  injury  have  been  demonstrated  to  be  produced  by  veropomil  Periodic 
monitoring  of  liver  function  in  patients  on  verapamil  is  prudent  Some  patients  with  paroxysmal  and/or 
chronic  atriol  flufter/fibrillation  and  on  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have 
developed  an  increased  antegrade  conduction  aaoss  the  occessory  pathway  bypassing  the  AV  node, 
producing  o very  rapid  ventricular  response  or  ventricular  fibrillation  otter  receiving  IV  verapamil  (or 
digitalis)  Because  ot  this  risk,  oral  veropamil  is  contraindicated  in  such  patients,  AV  block  may  occur 
(second-  and  third-degree,  0 8%)  Development  ot  marked  first-degree  block  or  progression  to  second-  or 
third-degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  ot  appropriate 
therapy  Sinus  brodycardia,  second-degree  AV  block,  sinus  arrest,  pulmonary  edemo  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were  treated 
with  verapamil 

PRECAUTIONS:  Verapamil  should  be  given  cautiously  to  potients  with  impaired  hepatic  function  (in  severe 
dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  ond  potients  should  be 
monitored  tor  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosoge  Verapomil  may 
decrease  neuromusculor  transmission  in  patients  with  Duchenne's  muscular  dystrophy  and  may  prolong 
recovery  from  the  neuromusculor  blocking  agent  vecuronium  It  may  be  necessary  to  decrease  verapomil 
dosage  in  potients  with  attenuated  neuromusculor  transmission  Combined  therapy  with  beta-adrenergic 
blockers  and  verapomil  may  result  in  odditive  negative  effects  on  heart  rate,  atnoventnculor  conduction 
and/or  cardiac  controctility.  there  have  been  reports  of  excessive  bradycordia  and  AV  block,  including 
complete  heart  block  The  risks  of  such  combined  therapy  may  outweigh  the  benefits  The  combination 
should  be  used  only  with  caution  and  close  monitoring  Decreased  metoprolol  cleorance  may  occur  with 
combined  use  Chronic  verapomil  treotment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 


first  week  of  therapy,  which  can  result  in  digitalis  toxicity  In  patients  with  hepatic  cirrhosis,  verapamil  may 
reduce  total  body  clearance  ond  extrarenal  clearance  of  digitoxin  The  digoxin  dose  should  be  reduced  when 
verapamil  Is  given,  and  the  patient  carefully  monitored  Verapamil  will  usually  have  an  additive  effect  in 
patients  receiving  blood-pressure-lowering  agents  Disopyramide  should  not  be  given  within  48  hours 
before  or  24  hours  after  verapamil  administration  Concomitant  use  ot  flecoinide  and  verapamil  may  hove 
additive  effects  on  myocardial  contractility,  AV  conduction,  and  repolarization  Combined  verapomil  ond 
quinidine  theropy  in  patients  with  hypertrophic  cordiomyopathy  should  be  avoided,  since  significant 
hypotension  may  result  Verapamil  has  been  given  concomitantly  with  short-  and  long-acting  nitrates 
without  any  undesirable  drug  interactions  Interaction  between  cimetidine  and  chronically  administered 
verapamil  has  not  been  studied  In  healthy  volunteers,  clearance  of  verapomil  was  reduced  or  unchanged 
Concomitant  use  ot  lithium  and  verapamil  may  result  In  a lowering  ot  serum  lithium  levels  or  increased 
sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be  monitored  carefully 

Verapamil  may  increase  carbamazeplne  concentrations  during  combined  use  Ritampin  may  reduce 
verapamil  bioavailability  Phenobarbital  may  increase  verapomil  clearance  Veropamil  may  Increase  serum 
levels  ot  cyclosporin  Concomitant  use  of  inholotion  anesthetics  and  calcium  antagonists  needs  careful 
titration  to  avoid  excessive  cardiovascular  depression  Verapamil  may  potentiate  the  activity  of 
neuromuscular  blocking  agents  (curare-like  and  depolarizing),  dosoge  reduction  moy  be  required. 
Adequate  animal  carcinogenicity  studies  hove  not  been  performed  One  study  in  rats  did  not  suggest  o 
tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames  test  Pregnancy  Category  C:  There  ore 
no  adequate  and  well-controlled  studies  in  pregnant  women  This  drug  should  be  used  during  pregnancy, 
labor,  and  delivery  only  if  clearly  needed.  Verapamil  is  excreted  in  breast  milk,  therefore,  nursing  should  be 
discontinued  during  verapomil  use  Safety  and  efficacy  of  verapamil  in  children  below  the  age  of  18  yeors 
have  not  been  established 

ADVERSE  REACTIONS:  In  clinical  trials  with  285  hypertensive  patients  on  VERELAN  veropomil  HCL 
sustained-release  pellet-filled  capsules  for  more  than  1 week,  the  following  odverse  reactions  were 
reported:  constipation  (74%),  headache  (53%),  dizziness  (4  2%),  lethargy  (3  2%),  dyspepsia  (2  5%), 
rash  (T4%),  ankle  edema  (14%),  sleep  disturbance  (1.4%),  myalgia  (11%).  In  clinical  tnols  of  other 
formulotions  ot  veropomil  HCI  (N  = 4,954),  the  following  reactions  have  occurred  at  rates  greater  than 
1.0%  constipation  (73%),  dizziness  (3  3%),  nausea  (27%),  hypotension  (2  5%),  edema  (1.9%), 
headache  (2  2%),  rash  (12%).  CHF/pulmonory  edema  (18%),  fatigue  (17%),  bradycardia 
(HR<50/min)  (14%),  AV  block-total  1 °,  2°.  3°  (12%),  2°  and  3°  (08%),  flushing  (06%),  elevated  liver 
enzymes  (see  WARNINGS) 

The  tollowing  reactions,  reported  in  1.0%  or  less  of  patients,  occurred  under  conditions  (open  trials, 
marketing  experience)  where  a causal  relationship  is  uncertoin 

Cordlovascular:  angina  pectoris,  atrioventricular  dissociation,  chest  pain,  claudication,  myocardiol 
infarction,  palpitations,  purpura  (vasculitis),  syncope  Digestive  System:  diarrhea,  dry  mouth, 
gostrointestinol  distress,  gingival  hyperplasia  Hemic  ond  Lymphatic:  ecchymosis  or  bruising  Nervous 
System:  cerebrovascular  accident,  contusion,  equilibrium  disorders,  insomnia,  muscle  cramps, 
paresthesia,  psychotic  symptoms,  shakiness,  somnolence.  Respiratory:  dyspnea.  Skin:  orthrolgia  and 
rosh,  exanthema,  hair  loss,  hyperkeratosis,  maculoe,  sweating,  urticaria,  Stevens- Johnson  syndrome, 
erythema  multiforme  Special  Senses:  blurred  vision  Urogenital:  gynecomastia,  impotence,  increased 
urinotion,  spotty  menstruation  ™o-i 
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SPECIAL  ARTICLE 


Cancer  Statistics,  1991* 

Catherine  C.  Boring,  MS,  MPH,  Teresa  S.  Squires,  BA,  Tony  Tong,  MS 


The  estimates  of  the  incidence  of  cancer  are  based  on 
data  from  the  National  Cancer  Institute’s  Surveillance, 
Epidemiology  and  End  Results  (SEER)  program. 
Nonmelanoma  skin  cancer  and  carcinoma  in  situ  have 
not  been  included  in  the  statistics.  The  incidence  of  basal 
and  squamous  cell  skin  cancer  is  estimated  to  be  more 
than  600,000  in  1991.  Mortality  statistics  are  based  on 
deaths  reported  to  the  National  Center  for  Health 
Statistics,  US  Department  of  Health  and  Human 
Services.  Mortality  rates  are  age-adjusted  to  the  1970  US 
population. 


1991  ESTIMATED  CANCER  INCIDENCE  BY  SITE  AND  SEX^ 


MELANOMA 
OF  SKIN 
ORAL 
LUNG 
PANCREAS 
STOMACH 

COLON  & 
RECTUM 

PROSTATE 

URINARY 

LEUKEMIA  & 
LYMPHOMAS 


ALL  OTHER  15% 


MELANOMA 
OF  SKIN 

ORAL 

BREAST 

LUNG 

PANCREAS 

COLON  & 
RECTUM 

OVARY 

UTERUS 

URINARY 

LEUKEMIA  & 
LYMPHOMAS 


lExcluding  nonmelanoma  skin  cancer 
and  carcinoma  in  situ. 


13%  ALL  OTHER 


Ms,  Boring  is  Manager  of  the  Statistics  Branch,  Ms.  Squires  is 
Statistical  Information  Specialist,  and  Mr.  Tong  is  Statistical 
Programmer/Analyst  in  the  Department  of  Epidemiology  and 
Statistics  of  the  American  Cancer  Society  in  Atlanta,  Georgia. 


1991  ESTIMATED  CANCER  DEATHS  BY  SITE  AND  SEX 


SKIN  2% 
ORAL  2% 
LUNG  34% 
PANCREAS  4% 
STOMACH  3% 

COLON  & 110Á, 
RECTUM 


PROSTATE  12% 
URINARY  5% 

LEUKEMIA  & 
LYMPHOMAS  8% 


ALL  OTHER  19% 


7% 

22% 


OVARY 

UTERUS 

URINARY 

LEUKEMIA  & 
LYMPHOMAS 

ALL  OTHER 


* Reprinted  with  autorization  from  the  American  Cancer  Society,  Puerto 
Rico  Division 

From  CA  Cancer  Journal  for  Clinician,  Jan, /Feb.  1991;  41:19-36 
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FIVE-YEAR  SURVIVAL  RATES  (PERCENT)* 
FOR  SELECTED  SITES  BY  RACE,  1974-1986 


Site 

Esophagus 

Stomach 

Colon  & Rectum 

Liver 

Lung 

Melanoma 

Female  Breast 

Cervix  Uteri 

Corpus  Uteri 

Ovary 

Prostate 

Testis 

Bladder 


Black 


40  60 

Percent 


’Adjusted  for  normal  life  expectancy. 

Note;  This  chart  is  based  on  cases  diagnosed  in 
1974-1986  and  represents  the  latest  data  available  on 
survival  by  stage.  Staging  is  by  the  historical  classification, 
which  differs  somewhat  from  the  American  Joint  Committee 
on  Cancer  (AJCC)  staging  used  in  previous  years. 

Source:  Cancer  Statistics  Branch,  National  Cancer  Institute. 


40  60 
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80  100 
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PERCENT  OF  CANCER  CASES  BY  SITE,  BY  STAGE, 
CASES  DIAGNOSED,  1974-1986 


Sites 


Esophagus  27 

21 
27 


Stomach  16 

34 

37 

Colon  & Rectum  34 

38 
21 

Liver  22 

22 

29 

Lung  20 

30 

39 

Melanoma  77 

9 
5 

Female  Breast  49 

40 

7 

Cervix  Uteri  46 

32 
9 

Corpus  Uteri  79 

9 

8 

Ovary  24 

13 
58 

Prostate  60 

14 
20 

Testis  60 

23 

15 

Bladder  72 

20 
3 


0 20  40  60  80  100 

Percent 


Note:  This  chart  is  based  on  cases  diagnosed  in  Localized 

1974-1986  and  represents  the  latest  data  available  on  Regional 

survival  by  stage.  Staging  is  by  the  historical  classification,  Distant 

which  differs  somewhat  from  the  American  Joint  Committee 
on  Cancer  (AJCC)  staging  used  in  previous  years. 

Source:  Cancer  Statistics  Branch,  National  Cancer  Institute. 
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MORTALITY  FOR  LEADING  CAUSES  OF  DEATH 

UNITED  STATES— 1987 

Rank 

Cause  of  Death 

Number 

of 

Deaths 

[teath 

Rate 

per  100,000 
Population* 

Percent 

of 

Total 

Deaths 

All  Causes 

2,123,323 

737.5 

100.0 

1. 

Heart  Diseases 

760,353 

250.5 

35.8 

2. 

Cancer 

476,927 

170.4 

22.5 

3. 

Cerebrovascular  Diseases 

149,835 

47.7 

7.1 

4. 

Accidents 

95,020 

35.8 

4.5 

5. 

Chronic  Obstructive  Lung  Diseases 

78,380 

26.5 

3.7 

6. 

Pneumonia  & Influenza 

69,225 

21.5 

3.3 

7. 

Diabetes 

38,532 

13.2 

1.8 

8. 

Suicide 

30,796 

11.4 

1.5 

9. 

Cirrhosis  of  Liver 

26,201 

10.0 

1.2 

10. 

Diseases  or  Arteries 

22,810 

7.6 

1.1 

11. 

Atherosclerosis 

22,474 

6.7 

1.1 

12. 

Nephritis 

22,052 

7.2 

1.0 

13. 

Homocide 

21,103 

7.8 

1.0 

14. 

Septicemia 

19,916 

6.6 

0.9 

15. 

Diseases  of  Infancy 

18,222 

8.4 

0.9 

Other  & III  defined 

271,477 

94.9 

12.8 

‘Age-adjusted  to  the  1970  US  standard  population. 

Source:  Vital  Statistics  of  the  United  States,  1987. 
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MORTALITY  FOR  THE  FIVE  LEADING  CANCER  SITES 

FOR  MALES  BY  AGE  GROUP,  UNITED  STATES,  1987 

All  Ages 

Under  15 

15-34 

35-54 

55-74 

75+ 

All  Cancer 
254,653 

All  Cancer 
1,021 

All  Cancer 
3,781 

All  Cancer 
25,743 

All  Cancer 
139,590 

All  Cancer 
84,499 

Lung 

87,261 

Leukemia 

402 

Leukemia 

682 

Lung 

8,887 

Lung 

55,252 

Lung 

22,923 

Colon  & 
Rectum 
27,889 

Brain  & 

CNS 

214 

Brain  & 

CNS 

443 

Colon  & 
Rectum 

2,337 

Colon  & 
Rectum 
14,487 

Prostate 

16,498 

Prostate 

27,864 

Non- 

Hodgkin's 

Lymphomas 

73 

Non- 

Hodgkin's 

Lymphomas 

398 

Brain  & 

CNS 

1,321 

Prostate 

11,050 

Colon  & 
Rectum 
10,842 

Pancreas 

11,550 

Connective 

Tissue 

65 

Hodgkin's 

Disease 

281 

Non- 

Hodgkin's 

Lymphomas 

1,219 

Pancreas 

6,492 

Pancreas 

3,823 

Leukemia 

9,387 

Bone 

40 

Skin 

278 

Pancreas 

1,194 

Stomach 

4,358 

Bladder 

3,388 

Source:  Vital  Statistics  of  the  United  States, 

, 1987. 

MORTALITY  FOR  THE  FIVE  LEADING  CANCER  SITES 

FOR  FEMALES  BY  AGE  GROUP,  UNITED  STATES,  1987 

All  Ages 

Under  15 

15-34 

35-54 

55-74 

75+ 

All  Cancer 
222,274 

All  Cancer 
766 

All  Cancer 
3,529 

All  Cancer 
27,431 

All  Cancer 
107,880 

All  Cancer 
82,654 

Lung 

42,748 

Leukemia 

293 

Breast 

688 

Breast 

8,489 

Lung 

26,228 

Colon  & 
Rectum 
14,443 

Breast 

40,899 

Brain  & 

CNS 

176 

Leukemia 

465 

Lung 

5,116 

Breast 

20,071 

Breast 

1 1 ,648 

Colon  & 
Rectum 
28,445 

Connective 

Tissue 

44 

Uterus 

393 

Colon  & 
Rectum 
1,998 

Colon  & 
Rectum 

1 1 ,846 

Lung 

11,290 

Pancreas 

12,187 

Bone 

32 

Brain  & 

CNS 

317 

Uterus 

1,772 

Ovary 

6,462 

Pancreas 

5,665 

Ovary 

12,020 

Kidney 

27 

Non- 

Hodgkin's 

Lymphomas 

185 

Ovary 

1,666 

Pancreas 

5,734 

Ovary 

3,753 

Source:  Vital  Statistics  of  the  United  States,  1987. 
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MORTALITY,  10  LEADING  CAUSES  OF  DEATH, 
BY  AGE  GROUP  & SEX,  UNITED  STATES,  1987 

All  Ages 

Male  Female 

A^  1 

Male 

-14 

Female 

Ages  15-34 

Male  Female 

All  Causes 
1,107,958 

All  Causes 
1,015,365 

All  Caus»s 
9,840 

All  Causm» 
6,376 

All  Cmises 
69,964 

All  Cmises 
25,760 

1.  Heart 
Diseases 
385,21 7 

Heart 

Diseases 

375,136 

Accidents 

4,712 

Accidents 

2,407 

Accidents 

27,404 

Accidents 

7,913 

2.  Cancer 
254,653 

Cancer 

222,274 

Cancer 

970 

Cancer 

716 

Suicide 

9,479 

Cancer 

3,529 

3.  Accidents 
64,816 

Cerebro- 

vascular 

Diseases 

90,774 

Congenital 

Anomalies 

757 

Congenital 

Anomalies 

615 

Homicide 

9,268 

Homicide 

2,632 

4w  Cerebro* 
vascular 
Diseases 
59,061 

Pneumonia, 

Influenza 

35,663 

Homicide 

410 

Homicide 

331 

HIV 

Infection 

4,865 

Suicide 

2,100 

5.  Chronic 
Obstruc- 
tive Lung 
Diseases 
47,039 

Chronic 
Obstruc- 
tive Lung 
Diseases 
31,341 

Heart 

Diseases 

346 

Heart 

Diseases 

300 

Cancer 

3,781 

Heart 

Diseases 

1,577 

6.  Pneumonia, 
Influenza 
33,562 

Accidents 

30,204 

Suicide 

199 

Pneumonia, 

Influenza 

139 

Heart 

Diseases 

3,137 

HIV 

Infection 

653 

7.  Suicide 
24,272 

Diabetes 

22,295 

Pneumonia, 

Influenza 

154 

Cerebral 

Palsy 

119 

Cirrhosis 
of  Liver 

801 

Cerebro- 

vascular 

Diseases 

602 

8.  Cirrhosis 
of  Liver 

1 7,051 

Athero- 

sclerosis 

14,046 

Cerebral 

Palsy 

126 

Meningitis 

74 

Pneumonia, 

Influenza 

648 

Cirrhosis 
of  Liver 

410 

9.  Diabetes 
16,237 

Nephritis 

11,180 

Chronic 
Obstruc- 
tive Lung 
Diseases 

103 

HIV 

Infection 

65 

Cerebro- 

vascular 

Diseases 

609 

Pneumonia, 

Influenza 

379 

10.  Homicide 

1 5,855 

Septicemia 

1 0,947 

Meningitis 

102 

Chronic 
Obstruc- 
tive Lung 
Diseases 

65 

Substance 

Abuse 

596 

Congenital 

Anomalies 

378 

^ 
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MORTALITY,  10  LEADING  CAUSES  OF  DEATH, 

BY  AGE  GROUP  & SEX,  UNITED  STATES,  1987 

Age$  35-54 

Male  Female 

Ages  55-74 

Male  Female 

Ages  75't- 

Male  Female 

All  Causes 
122,206 

All  Causes 
67.177 

All  Causes 
451,459 

All  Causes 
307,968 

All  Causes 
432,282 

All  Causes 
591,301 

Heart 

Diseases 

33,600 

Cancer 

27,431 

Heart 

Diseases 

170,697 

Cancer 

107,880 

Heart 

Diseases 

1 76,826 

Heart 

Diseases 

264,091 

i 

Cancer 

25,743 

Heart 

Diseases 

1 1 ,330 

Cancer 

139,590 

Heart 

D iseases 
97,392 

Cancer 

84,499 

Cancer 

82,654 

Acciderits 

13,451 

Accidents 

4,393 

Chronic 
Obstruc- 
tive Lung 
Diseases 

21,792 

Cerebro- 

vascular 

D iseases 
19,140 

Cerebro- 

vascular 

Diseases 

34,446 

Cerebro- 

vascular 

Diseases 

67,571 

Suicide 

6,569 

Cerebro- 
vascu  lar 
Diseases 
3,349 

Cerebro- 

vascular 

Diseases 

20,115 

Chronic 
Obstruc- 
tive Lung 

D iseases 
14,363 

Chronic 
Obstruc- 
tive Lung 
Diseases 
23,419 

Pneumonia,  ' 
Influenza 
28,661 

HIV 

Infection 

6,170 

Cirrhosis 
of  Liver 

2,284 

Accidents 

10,660 

Diabetes 

8,869 

Pneumonia, 

Influenza 

21,855 

Chronic 
Obstruc- 
tive Lung 
Diseases 
15,325 

Cirrhosis 
of  Liver 
5,756 

Suicide 

2,270 

Pneumonia, 

Influenza 

8,664 

Accidents 

5,851 

Accidents 

7,954 

Athero- 

sclerosis 

12,435 

Homicide 

4,259 

Diabetes 

1,496 

Cirrhosis 
of  Liver 

8,610 

Pneumonia, 

Influenza 

5,241 

Diseases 
of  Arteries 
6,346 

Diabetes 

1 1 ,593 

Cerebro- 

vascular 

Diseases 

3,733 

Chronic 
Obstruc- 
tive Lung 
Diseases 

1,349 

Diabetes 

7,834 

Cirrhosis 
of  Liver 
4,670 

Nephritis 

6,220 

Accidents 

9,198 

Substance 

Abuse 

2,014 

Homicide 

1,266 

Diseases 
of  Arteries 
6,635 

Nephritis 

3,088 

Athero- 

sclerosis 

6,062 

Nephritis 

7,373 

Diabetes 

1,965 

Pneumonia, 

Influenza 

948 

Suicide 

5,482 

Diseases 
of  Arteries 
2,933 

Diabetes 

5,995 

Septicemia 

7,192 

1 Source:  Vital  Statistics  of  the  United  States, 

1987. 
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AGE-ADJUSTED  CANCER  DEATH  RATES*  FOR 
SELECTED  SITES,  FEMALES,  UNITED  STATES,  1930-1987 


Year 


•Adjusted  to  the  age  distriblition  of  the  1970  US  Census  Population. 
Sources  of  Data:  US  National  Center  for  Health  Statistics  and 
US  Bureau  of  the  Census. 
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AGE-ADJUSTED  CANCER  DEATH  RATES*  FOR 
SELECTED  SITES.  MALES,  UNITED  STATES,  1930-1987 


N 


1930 


1940 


1950 


1960 

Year 


1970 


1980 


1990 


*Adju8ted  to  the  age  distribution  of  the  1970  US  Census  Population. 

Sources  of  Data:  US  National  Center  for  Health  Statistics  and 
US  Bureau  of  the  Census. 
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ESTIMATED  NEW  CANCER  CASES  BY  SEX  FOR  ALL  SITES 

- US,  1991* 

Site 

Total 

Male 

Female 

All  Sites 

1. 100,000» 

545,000» 

555,000» 

Buccal  Cavity  & Pharynx  (ORAL) 

30,800 

20,600 

10,200 

Lip 

3,600 

3,100 

500 

Tongue 

6,200 

3,900 

2,300 

Mouth 

1 1 ,600 

6,900 

4,700 

Pharynx 

9,400 

6,700 

2,700 

Digestive  Organs 

240,800 

125,400 

115,400 

Esophagus 

10,900 

7,600 

3,300 

Stomach 

23,800 

14,500 

9,300 

Small  Intestine 

2,900 

1,600 

1,300 

Large  Intestine  \ (COLON  & 

1 1 2,000 

54,000 

58,000 

Rectum  / RECTUM) 

45,500 

25,000 

20,500 

Liver  & Biliary  Passages 

1 5,000 

7,800 

7,200 

Pancreas 

28,200 

13,700 

14,500 

Other  & Unspecified  Digestive 

2,500 

1,200 

1,300 

Respiratory  System 

178,000 

114,000 

64,000 

Larynx 

12,500 

10,000 

2,500 

LUNG 

161,000 

101,000 

60,000 

Other  & Unspecified  Respiratory 

4,500 

3,000 

1,500 

Bone 

2,000 

1,100 

900 

Connective  Tissue 

5,800 

3,100 

2,700 

SKIN 

32,000** 

17,000** 

15,000** 

BREAST 

175,900 

900 

175,000 

Genital  Organs 

201,000 

129,300 

71,700 

«,11  f H } (UTERUS) 

Corpus  & Unspecified  / 

13.000 

33.000 

13.000 

33.000 

Ovary 

20,700 

20,700 

Other  & Unspecified  Genital,  Female 

5,000 

5,000 

Prostate 

122,000 

122,000 

Testis 

6,100 

6,100 

Other  & Unspecified  Genital,  Male 

1,200 

1,200 

Urinary  Organs 

75,500 

52,800 

22,700 

Bladder 

50,200 

37,000 

13,200 

Kidney  & Other  Urinary 

25,300 

15,800 

9,500 

Eye 

1,700 

900 

800 

Brain  & Central  Nervous  System 

16,700 

9,000 

7,700 

Endocrine  Glands 

13,900 

4,100 

9,800 

Thyroid 

12,400 

3,300 

9,100 

Other  Endocrine 

1,500 

800 

700 

Leukemias 

28,000 

15,800 

12,200 

Lymphocytic  Leukemia 

1 1 ,700 

6,800 

4,900 

Granulocytic  Leukemia 

1 1 ,600 

6,300 

5,300 

Other  & Unspecified  Leukemias 

4,700 

2,700 

2,000 

Other  Blood  & Lymph  Tissues 

56,900 

30,000 

26,900 

Hodgkin's  Disease 

7,400 

4,200 

3,200 

Non-Hodgkin's  Lymphomas 

37,200 

19,600 

17,600 

Multiple  Myeloma 

1 2,300 

6,200 

6,100 

All  Other  & Unspecified  Sites 

41,000 

21,000 

20,000 

Note:  ACS  six  major  sites  appear  in  boldface  caps. 

‘Carcinoma  in  situ  and  nonmelanoma  skin  cancers  are  not  included.  Carcinoma  in  situ  of  the  uterine 

cervix  accounts  for  about  50,000  new  cases  annually,  carcinoma  in  situ  of  the  female  breast  accounts  for 
about  15,000  new  cases  annually,  and  melanoma  carcinoma  in  situ  accounts  for  about  6,000  new  cases 
annually.  Overall,  about  100,000  new  cases  of  carcinoma  in  situ  of  all  sites  of  cancer  are  diagnosed  each 
year.  Basal  and  squamous  cell  skin  cancer  accounts  for  more  than  600,000  new  cases  annually. 

“Melanoma  only. 

Incidence  estimates  are  based  on  rates  from  NCI  SEER  program  1985-1987. 
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ESTIMATED  CANCER  DEATHS  BY  SEX  FOR  ALL  SITES  - 

US,  1991 

Sittt 

Total 

Mala 

Female 

All  Sites 

514,000 

272,000 

242,000 

Buccal  Cavity  & Pharynx  (ORAL) 

8,150 

5,275 

2,875 

Lip 

100 

75 

25 

Tongue 

1,850 

1,200 

650 

Mouth 

2,400 

1,400 

1,000 

Pharynx 

3,800 

2,600 

1,200 

Digestive  Organs 

122,975 

64,700 

58,275 

Esophagus 

9,800 

7,300 

2,500 

Stomach 

13,400 

8,100 

5,300 

Small  Intestine 

925 

500 

425 

Large  Intestine  \ (COLON  & 

53,000 

26,000 

27,000 

Rectum  / RECTUM) 

7,500 

4,000 

3,500 

Liver  & Biliary  Passages 

12,100 

6,300 

5,800 

Pancreas 

25,200 

12,000 

13,200 

Other  & Unspecified  Digestive 

1,050 

500 

550 

Respiratory  System 

148,025 

95,800 

52,225 

Larynx 

3,650 

2,900 

750 

LUNG 

143,000 

92,000 

51,000 

Other  & Unspecified  Respiratory 

1,375 

900 

475 

Bone 

1,050 

550 

500 

Connective  Tissue 

3,300 

1,600 

1,700 

SKIN 

8,500t 

5,400 

3,100 

BREAST 

44,800 

300 

44,500 

Genital  Organs 

56,125 

32,625 

23,500 

Cervix  "k 

4,500 

4,500 

Corpus  & Unspecified  / (OIbHUS) 

5,500 

5,500 

Ovary 

12,500 

12,500 

Other  & Unspecified  Genital,  Female 

1,000 

1,000 

Prostate 

32,000 

32,000 

Testis 

375 

375 

Other  & Unspecified  Genital,  Male 

250 

250 

Urinary  Organs 

20,100 

12,700 

7,400 

Bladder 

9,500 

6,400 

3,100 

Kidney  & Other  Urinary 

10,600 

6,300 

4,300 

Eye 

300 

150 

150 

Brain  & Central  Nervous  System 

1 1 ,500 

6,200 

5,300 

Endocrine  Glands 

1,675 

700 

975 

Thyroid 

1,000 

350 

650 

Other  Endocrine 

675 

350 

325 

Leukemias 

18,100 

9,800 

8,300 

Lymphocytic  Leukemia 

5,200 

3,000 

2,200 

Granulocytic  Leukemia 

7,600 

4,000 

3,600 

Other  & Unspecified  Leukemias 

5,300 

2,800 

2,500 

Other  Blood  & Lymph  Tissues 

29,400 

15,200 

14,200 

Hodgkin's  Disease 

1,600 

1,000 

600 

Non-Hodgkin's  Lymphomas 

18,700 

9,600 

9,100 

Multiple  Myeloma 

9,100 

4,600 

4,500 

All  Other  & Unspecified  Sites 

40,000 

21,000 

19,000 

Note:  ACS  six  major  sites  appear  in  boldface  caps. 

tIVIelanoma  6,500;  other  skin  2,000. 
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ESTIMATED  NEW  CANCER  CASES 
FOR  ALL  SITES  PLUS  MAJOR  SITES,  BY  STATE  - 1991 


All 

SHes* 

Major  Sites 

Number 

Skin 

of 

Female 

Colon  & 

(Mela- 

Pan- 

Leu- 

State 

Cases 

Breast 

Rectum 

Lung 

Oral 

Uterus 

Prostate 

noma) 

creas 

kemia 

Alabama 

19,600 

2,600 

2,400 

3,100 

600 

850 

2,200 

550 

500 

450 

Alaska 

1,200 

175 

150 

200 

30 

40 

75 

50 

25 

40 

Arizona 

15,200 

2,300 

1,900 

2,200 

275 

600 

1,700 

475 

350 

400 

Arkansas 

12,200 

1,500 

1,600 

2,100 

250 

425 

1,300 

350 

325 

300 

California 

110,000 

18,000 

14,900 

15,600 

3,100 

4,600 

12,200 

3,800 

3,000 

3,100 

Colorado 

10,300 

1,800 

1,600 

1,300 

250 

350 

1,100 

400 

300 

275 

Connecticut 

15,800 

2,800 

2,400 

2,100 

475 

650 

1,600 

450 

450 

350 

Delaware 

3,100 

550 

425 

450 

100 

125 

375 

100 

60 

80 

Diet,  of  Col. 

3,600 

550 

500 

450 

125 

200 

550 

100 

70 

80 

Florida 

73,000 

10,500 

10,600 

11,500 

2,500 

2,500 

9,000 

2,200 

1,900 

1,800 

Georgia 

25,600 

4,200 

3,200 

4,000 

1,000 

1,100 

3,100 

800 

600 

600 

Hawaii 

3,500 

450 

550 

500 

150 

150 

350 

90 

90 

100 

Idaho 

3,600 

500 

500 

450 

100 

175 

500 

150 

125 

90 

Illinois 

52,000 

8,600 

8,000 

7,600 

1,200 

2,400 

5,300 

1,200 

1,400 

1,300 

Indiana 

25,700 

3,900 

3,800 

3,900 

650 

1,000 

2,900 

650 

650 

650 

Iowa 

13,100 

2,200 

2,300 

1,800 

450 

500 

1,700 

400 

350 

325 

Kansas 

10,400 

1,700 

1,700 

1,500 

200 

475 

1,200 

325 

300 

350 

Kentucky 

17,300 

2,300 

2,400 

3,100 

425 

700 

1,600 

450 

400 

375 

Louisiana 

19,100 

2,400 

2,700 

3,000 

650 

1,000 

2,000 

425 

500 

400 

Maine 

6,300 

800 

950 

850 

225 

300 

600 

150 

150 

175 

Maryland 

21,000 

3,400 

2,900 

3,200 

550 

800 

2,100 

500 

550 

475 

Massachusetts 

29,700 

5,500 

4,700 

4,000 

800 

1,200 

3,000 

850 

750 

700 

Michigan 

40,000 

6,400 

5,200 

5,800 

1,100 

1,600 

4,600 

750 

1,000 

1,100 

Minnesota 

17,700 

3,100 

2,500 

2,200 

400 

700 

2,300 

425 

550 

600 

Mississippi 

1 1 ,800 

1,600 

1,500 

1,800 

350 

500 

1,300 

300 

325 

300 

Missouri 

24,700 

4,000 

3,500 

3,800 

550 

950 

2,800 

600 

600 

600 

Montana 

3,400 

500 

500 

450 

100 

175 

500 

100 

90 

80 

Nebraska 

6,900 

1,100 

1,200 

1,000 

100 

225 

800 

275 

150 

175 

Nevada 

4,900 

700 

600 

850 

150 

175 

375 

150 

125 

100 

New  Hampshire 

4,800 

850 

750 

650 

150 

200 

550 

125 

125 

100 

New  Jersey 

39,100 

6,800 

6,100 

5,400 

1,200 

1,700 

4,100 

1,100 

900 

900 

New  Mexico 

5,100 

900 

700 

600 

100 

175 

650 

150 

150 

150 

New  York 

85,000 

15,300 

13,900 

1 1 ,200 

2,700 

3,500 

9,000 

2,700 

2,300 

1,900 

North  Carolina 

28,700 

4,900 

3,900 

4,400 

850 

1,200 

3,400 

900 

750 

650 

North  Dakota 

2,900 

425 

425 

375 

90 

150 

500 

60 

90 

100 

Ohio 

52,000 

8,200 

7,800 

7,800 

1,400 

2,400 

5,200 

1,300 

1,300 

1,300 

Oklahoma 

14,700 

2,000 

2,000 

2,400 

450 

750 

1,600 

475 

350 

425 

Oregon 

13,000 

1,900 

1,700 

2,100 

375 

550 

1,700 

425 

325 

325 

Pennsylvania 

65,000 

10,300 

10,100 

9,100 

1,500 

3,000 

7,000 

1,900 

1,500 

1,800 

Rhode  Island 

5,300 

1,000 

800 

750 

225 

250 

600 

150 

125 

100 

South  Carolina 

14,200 

2,100 

1,800 

2,200 

650 

750 

1,800 

500 

400 

400 

South  Dakota 

3,200 

500 

550 

425 

75 

125 

500 

125 

90 

90 

Tennessee 

23,200 

3,400 

3,100 

3,800 

550 

1,100 

2,300 

750 

550 

650 

Tex  •> 

59,000 

8,800 

7,100 

8,700 

1,500 

2,400 

5,900 

1,800 

1,500 

1,600 

Utah 

3,900 

650 

550 

350 

90 

200 

550 

125 

100 

150 

Vermont 

2,400 

475 

300 

350 

60 

100 

350 

75 

70 

80 

Virginia 

26,000 

4,200 

3,600 

4,100 

700 

1,000 

3,000 

750 

600 

600 

Washington 

19,100 

3,000 

2,500 

2,900 

500 

650 

2,400 

650 

475 

475 

West  Virginia 

10,000 

1,400 

1,400 

1,800 

200 

475 

1,000 

275 

225 

225 

Wisconsin 

21,200 

3,500 

3,100 

2,600 

550 

800 

2,600 

550 

550 

550 

Wyoming 

1,500 

275 

150 

200 

30 

60 

175 

50 

40 

60 

United  States 

1,100,000 

175,000 

157,500 

161,000 

30,800 

46,000 

122,000 

32,000 

28,200 

28,000 

Puerto  Rico 

7,000 

900 

650 

500 

450 

400 

850 

60 

175 

200 

•Does  not  include  carcinoma  in  situ  or  nonmelanoma  skin  cancer. 

These  estimates  are  offered  as  a rough  guide  and  should  not  be  regarded  as  definitive.  They  are  calculated 
according  to  the  distribution  of  estimated  1991  cancer  deaths  by  state.  Especially  note  that  year-to-year 
changes  may  only  represent  improvements  in  the  basic  data. 
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ESTIMATED  CANCER  DEATHS 
FOR  ALL  SITES  PLUS  MAJOR  SITES,  BY  STATE  - 1991 


State 

Ail  Sites 

Major  Sites 

Number 

of 

Deaths 

Death 
Rate  per 
100,000* 
Pop. 

Female 

Breast 

Colon  8f 
Rectum 

Lung 

Oral 

Uterus 

Pros- 

tate 

Skin 

(Mela- 

noma) 

Pan- 

creas 

Leu- 

kemia 

Alabama 

9,200 

176 

650 

900 

2,700 

150 

175 

575 

100 

450 

300 

Alaska 

500 

189 

50 

50 

175 

10 

10 

20 

10 

25 

25 

Arizona 

7,000 

154 

550 

750 

1,900 

75 

125 

450 

90 

325 

250 

Arkansas 

5,700 

167 

400 

600 

1,900 

75 

90 

325 

70 

275 

200 

California 

52,000 

168 

4,600 

5,700 

13,900 

800 

1,000 

3,200 

800 

2,700 

2,000 

Colorado 

4,800 

144 

450 

600 

1,200 

75 

75 

300 

80 

250 

175 

Connecticut 

7,400 

173 

700 

900 

1,800 

125 

125 

425 

100 

425 

225 

Delaware 

1,400 

190 

150 

150 

375 

30 

30 

100 

20 

50 

50 

Oist.  of  Col 

1,700 

222 

150 

200 

400. 

50 

50 

150 

20 

60 

50 

Florida 

34,000 

162 

2,700 

4,100 

10,300 

650 

550 

2,300 

450 

1,700 

1,100 

Georgia 

1 1 ,900 

174 

1,100 

1,200 

3,500 

250 

225 

800 

150 

550 

400 

Hawaii 

1,600 

138 

125 

225 

425 

40 

30 

90 

20 

80 

60 

Idaho 

1,700 

146 

125 

200 

400 

25 

40 

125 

30 

100 

60 

Illinois 

24,400 

176 

2,200 

3,100 

6,800 

325 

550 

1,400 

225 

1,200 

850 

Indiana 

12,000 

177 

1,100 

1,400 

3,500 

175 

225 

750 

125 

550 

425 

Iowa 

6,200 

158 

550 

900 

1,600 

125 

100 

450 

80 

325 

225 

Kansas 

4,900 

152 

450 

650 

1,300 

50 

100 

325 

70 

275 

225 

Kentucky 

8,100 

181 

600 

950 

2,800 

100 

150 

425 

90 

350 

250 

Louisiana 

9,000 

187 

600 

1,000 

2,700 

175 

225 

550 

90 

475 

250 

Maine 

2,900 

180 

200 

375 

800 

75 

70 

150 

30 

125 

100 

Maryland 

9,800 

194 

850 

1,100 

2,800 

150 

175 

550 

100 

500 

325 

Massachusetts 

13,900 

179 

1,400 

1,800 

3,600 

225 

275 

800 

175 

700 

450 

Michigan 

18,600 

176 

1,600 

2,000 

5,100 

300 

350 

1,200 

150 

900 

700 

Minnesota 

8,300 

154 

800 

1,000 

1,900 

100 

150 

600 

90 

500 

375 

Mississippi 

5,500 

168 

400 

600 

1,600 

100 

100 

350 

60 

300 

200 

Missouri 

1 1 ,600 

171 

1,000 

1,300 

3,400 

150 

200 

725 

125 

550 

400 

Montana 

1,600 

160 

125 

225 

400 

30 

40 

125 

20 

80 

50 

Nebraska 

3,200 

154 

275 

450 

850 

30 

50 

200 

50 

150 

125 

Nevada 

2,300 

185 

175 

225 

750 

40 

40 

100 

30 

100 

60 

New  Hampshire 

2,300 

179 

200 

300 

600 

40 

50 

150 

25 

125 

70 

New  Jersey 

18,400 

185 

1,700 

2,400 

4,900 

300 

375 

1,100 

225 

850 

600 

New  Mexico 

2,400 

144 

225 

275 

550 

30 

40 

175 

30 

125 

100 

New  York 

39,500 

177 

3,900 

5,300 

10,000 

700 

800 

2,400 

550 

2,000 

1,300 

North  Carolina 

13,000 

166 

1,300 

1,500 

3,900 

225 

250 

900 

200 

650 

425 

North  Dakota 

1,300 

151 

100 

150 

325 

25 

30 

125 

10 

80 

70 

Ohio 

24,300 

182 

2,100 

3,000 

6,900 

350 

500 

1,400 

275 

1,100 

850 

Oklahoma 

6,900 

165 

500 

750 

2,100 

125 

175 

400 

100 

325 

275 

Oregon 

6,100 

167 

500 

650 

1,800 

100 

125 

450 

90 

300 

225 

Pennsylvania 

30,500 

179 

2,600 

3,900 

8,100 

375 

650 

1,800 

375 

1,400 

1,100 

Rhode  Island 

2,500 

181 

250 

325 

650 

50 

50 

150 

30 

100 

70 

South  Carolina 

6,600 

170 

500 

700 

1,900 

175 

150 

450 

100 

350 

250 

South  Dakota 

1,500 

153 

125 

200 

375 

20 

25 

125 

25 

80 

60 

Tennessee 

10,800 

173 

850 

1,200 

3,400 

150 

250 

600 

150 

500 

400 

Texas 

27,500 

158 

2,200 

2,700 

7,700 

400 

500 

1,500 

350 

1,300 

1,000 

Utah 

1,800 

122 

175 

225 

325 

25 

40 

150 

25 

80 

90 

Vermont 

1,100 

177 

125 

125 

325 

20 

20 

90 

20 

50 

60 

Virginia 

12,100 

182 

1,100 

1,400 

3,600 

200 

225 

800 

150 

550 

375 

Wadiington 

8,900 

165 

750 

950 

2,600 

125 

125 

650 

125 

425 

300 

West  Virginia 

4,700 

176 

350 

550 

1,600 

50 

100 

275 

60 

200 

150 

Wisconsin 

9,900 

161 

900 

1,200 

2,300 

150 

175 

700 

125 

500 

375 

Wyoming 

700 

149 

75 

50 

175 

10 

20 

50 

10 

40 

50 

United  States 

514,000 

171 

44,500 

60,500 

143,000 

8,150 

10,000 

32,000 

6,500 

25,200 

18,100 

Puerto  Rico 

4,000 

128 

250 

350 

550 

175 

150 

325 

25 

175 

150 

•Average  annual  mortality  rate  for  1983-1987,  adjusted  to  the  age  distribution  of  the  1970  US  Census 
Population. 
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CANCER  AROUND  THE  WORLD,  1984-1986 
Age-Adjusted  Death  Rates  Per  100,000  Population 
for  Selected  Sites  for  48  Countries 


Country 

All  Sites 

Male  Female 

Oral 

Male  Female 

Colon  & Rectum 

Male  Female 

Prostate 

Male 

United  States 

216.6 

(26) 

140.3 

(19) 

5.0 

(28) 

1.8 

(13) 

24.2 

(23) 

17.5 

(20) 

23.2 

(21) 

Argentina  ** 

196.7 

(32) 

127.1 

(30) 

5.1 

(25) 

1.1 

(37) 

21.1 

(25) 

12.8 

(34) 

17.2 

(33) 

Australia 

218.2 

(24) 

132.9 

(24) 

6.0 

(19) 

1.8 

(13) 

33.3 

( 6) 

21.3 

(10) 

23.7 

(18) 

Austria 

237.5 

(15) 

147.4 

(12) 

6.6 

(14) 

1.2 

(32) 

35.1 

( 3) 

20.4 

(13) 

23.7 

(18) 

Belgium## 

281.2 

( 3) 

146.2 

(15) 

4.6 

(30) 

1.3 

(25) 

32.4 

( 7) 

20.5 

(12) 

26.8 

( 6) 

Bulgaria 

166.4 

(40) 

106.1 

(38) 

3.8 

(35) 

0.9 

(43) 

19.2 

(27) 

12.9 

(32) 

10.5 

(41) 

Canada 

224.2 

(22) 

142.2 

(17) 

5.7 

(22) 

1.8 

(13) 

24.7 

(21) 

18.3 

(19) 

23.7 

(18) 

Chile 

189.4 

(33) 

146.3 

(14) 

3.0 

(41) 

0.8 

(45) 

9.3 

(42) 

9.0 

(40) 

18.8 

(31) 

Costa  Rica 

214.5 

(27) 

149.8 

(11) 

5.1 

(25) 

2.0 

( 9) 

11.5 

(40) 

8.8 

(41) 

24.4 

(16) 

Cuba 

170.0 

(39) 

121.6 

(33) 

7.5 

(10) 

2.3 

( 6) 

12.7 

(38) 

14.5 

(25) 

24.5 

(15) 

Czechoslovakia 

289.3 

( 2) 

153.2 

( 8) 

8.2 

( 7) 

1.3 

(25) 

41.2 

( 1) 

21.3 

(10) 

19.4 

(26) 

Denmark 

250.9 

(10) 

181.4 

( 1) 

4.1 

(32) 

1.7 

(17) 

38.5 

( 2) 

25.3 

( 2) 

26.7 

( 7) 

Ecuador 

124.4 

(45) 

119.2 

(35) 

1.6 

(48) 

1.2 

(32) 

4.6 

(48) 

4.4 

(48) 

16.2 

(34) 

England  & Wales 

249.4 

(11) 

164.1 

( 4) 

3.6 

(39) 

1.7 

(17) 

28.0 

(14) 

20.4 

(13) 

22.3 

(22) 

Finland 

224.7 

(21) 

124.7 

(31) 

2.6 

(44) 

1.3 

(25) 

17.5 

(33) 

13.0 

(30) 

25.0 

(13) 

France 

269.4 

( 6) 

120.1 

(34) 

17.9 

( 1) 

1.6 

(19) 

25.2 

(17) 

15.4 

(24) 

25.6 

(11) 

Germany,  DR 

216.7 

(25) 

132.8 

(25) 

5.1 

(25) 

1.1 

(37) 

24.8 

(19) 

20.0 

(16) 

15.8 

(35) 

Germany,  FR 

241.8 

(14) 

146.9 

(13) 

6.3 

(17) 

1.1 

(37) 

29.8 

(11) 

22.6 

( 4) 

24.8 

(14) 

Greece 

188.7 

(34) 

101.1 

(44) 

2.3 

(46) 

0.7 

(47) 

7.7 

(44) 

7.0 

(45) 

11.9 

(40) 

Hong  Kong 

220.9 

(23) 

122.8 

(32) 

17.3 

( 2) 

5.5 

( 2) 

19.0 

(28) 

13.5 

(28) 

3.8 

(48) 

Hungary 

294.9 

( 1) 

164.4 

( 3) 

13.0 

( 5) 

1.9 

(10) 

35.0 

( 4) 

24.2 

( 3) 

24.1 

(17) 

Iceland 

180.1 

(37) 

140.8 

(18) 

3.0 

(41) 

0.6 

(48) 

15.9 

(36) 

13.0 

(30) 

30.0 

( 3) 

Ireland 

230.0 

(20) 

160.7 

( 5) 

5.4 

(23) 

2.1 

( 8) 

29.5 

(12) 

22.2 

( 5) 

22.0 

(23) 

Israel 

158.3 

(42) 

127.9 

(29) 

1.9 

(47) 

1.0 

(40) 

19.9 

(26) 

15.9 

(22) 

12.3 

(38) 

Italy* 

254.7 

( 9) 

131.6 

(26) 

8.2 

( 7) 

1.4 

(22) 

24.4 

(22) 

14.1 

(27) 

17.6 

(32) 

Japan 

198.4 

(31) 

104.1 

(42) 

2.6 

(44) 

0.8 

(45) 

18.2 

(31) 

12.2 

(36) 

5.1 

(47) 

Kuwait# 

139.9 

(44) 

104.4 

(41) 

3.7 

(37) 

2.4 

( 5) 

5.6 

(47) 

6.7 

(46) 

7.7 

(45) 

Luxembourg 

280.0 

( 4) 

150.6 

( 9) 

6.8 

(12) 

1.3 

(25) 

30.4 

(10) 

21.5 

( 8) 

25.8 

(10) 

Malta 

200.2 

(30) 

131.2 

(27) 

6.8 

(12) 

1.5 

(20) 

18.2 

(31) 

14.2 

(26) 

14.2 

(36) 

Mauritius 

113.4 

(47) 

75.5 

(48) 

4.1 

(32) 

1.2 

(32) 

6.1 

(46) 

4.5 

(47) 

8.6 

(43) 

Netherlands 

271.2 

( 5) 

142.8 

(16) 

2.9 

(43) 

1.0 

(40) 

25.7 

(16) 

19.6 

(18) 

26.0 

( 9) 

New  Zealand 

230.3 

(19) 

153.7 

( 7) 

4.9 

(29) 

1.9 

(10) 

35.0 

( 4) 

26.9 

( 1) 

25.4 

(12) 

North  Ireland 

232.3 

(17) 

153.8 

( 6) 

3.9 

(34) 

1.8 

(13) 

31.3 

( 9) 

22.0 

( 6) 

20.2 

(25) 

Norway 

202.1 

(29) 

133.9 

(23) 

3.7 

(37) 

1.4 

(22) 

26.9 

(15) 

20.0 

(16) 

32.3 

( 2) 

Panama 

111.6 

(48) 

91.3 

(47) 

3.8 

(35) 

2.8 

( 4) 

7.1 

(45) 

7.1 

(44) 

20.9 

(24) 

Poland 

246.8 

(12) 

134.1 

(22) 

6.4 

(16) 

1.3 

(25) 

17.5 

(33) 

12.9 

(32) 

13.4 

(37) 

Portugal 

178.9 

(38) 

106.1 

(38) 

6.0 

(19) 

1.0 

(40) 

19.0 

(28) 

12.5 

(35) 

18.9 

(30) 

Puerto  Rico** 

165.7 

(41) 

102.3 

(43) 

13.2 

( 4) 

2.2 

( 7) 

11.1 

(41) 

10.2 

(39) 

26.4 

( 8) 

Romania* 

153.2 

(43) 

99.1 

(46) 

5.4 

(23) 

1.4 

(22) 

11.6 

(39) 

8.5 

(42) 

9.4 

(42) 

Scotland 

268.1 

( 7) 

175.5 

( 2) 

4.5 

(31) 

1.9 

(10) 

29.2 

(13) 

21.8 

( 7) 

19.4 

(26) 

Singapore 

233.4 

(16) 

134.8 

(21) 

17.1 

( 3) 

5.8 

( 1) 

22.7 

(24) 

20.3 

(15) 

5.4 

(46) 

Soviet  Union### 

232.3 

(17) 

111.8 

(36) 

7.3 

(11) 

1.2 

(32) 

18.6 

(30) 

13.3 

(29) 

8.1 

(44) 

Spain* 

207.6 

(28) 

104.7 

(40) 

6.3 

(17) 

0.9 

(43) 

15.0 

(37) 

10.5 

(38) 

19.0 

(29) 

Suriname** 

122.5 

(46) 

100.5 

(45) 

6.0 

(19) 

2.9 

( 3) 

8.2 

(43) 

8.5 

(42) 

19.2 

(28) 

Sweden 

180.5 

(36) 

131.1 

(28) 

3.4 

(40) 

1.3 

(25) 

25.0 

(18) 

15.8 

(23) 

29.1 

( 4) 

Switzerland 

242.0 

(13) 

138.4 

(20) 

8.2 

( 7) 

1.5 

(20) 

31.4 

( 8) 

17.0 

(21) 

33.3 

( 1) 

Uruguay 

265.3 

( 8) 

150.6 

( 9) 

8.6 

( 6) 

1.3 

(25) 

24.8 

(19) 

21.5 

( 8) 

27.3 

( 5) 

Yugoslavia** 

188.4 

(35) 

108.5 

(37) 

6.5 

(15) 

1.2 

(32) 

16.0 

(35) 

11.7 

(37) 

12.3 

(38) 

Note:  Figures  in  parentheses  are  order  of  rank  within  site  and  sex  group. 
*1984  only.  **  1984-1 985  only.  #1985-1986  only. 

##1984,  1986  only.  ###1986  only. 
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CANCER  AROUND  THE  WORLD,  1984-1986 
Age- Adjusted  Death  Rates  Per  100,000  Population 
for  Selected  Sites  for  48  Countries 


Lung 

Male  Female 

Breast 

Female 

Uterus 

Cervix  Other 

Stomach 

Male  Female 

Leukemia 

Male  Female 

73.5  (13) 

26.2  ( 3) 

27.4  (15) 

3.2  (37) 

3.7  (32) 

7.4  (48) 

3.4  (48) 

8.3  ( 7) 

5.1  (11) 

50.4  (32) 

7.2  (37) 

24.6  (22) 

5.1  (20) 

8.4  ( 6) 

18.0  (32) 

8.3  (32) 

6.0  (35) 

4.1  (31) 

61.4  (27) 

14.4  (14) 

25.2  (19) 

4.0  (29) 

2.8  (46) 

12.4  (44) 

5.6  (44) 

8.2  ( 9) 

4.9(13) 

63.4  (23) 

10.9  (16) 

27.1  (17) 

4.6  (23) 

3.2  (43) 

28.4  (13) 

14.2  (10) 

7.5  (18) 

4.6(23) 

104.1  ( 2) 

8.9  (26) 

32.2  ( 7) 

3.6  (30) 

5.1  (20) 

18.3  (30) 

13.3  (13) 

7.7  (13) 

5.2  ( 6) 

47.5  (33) 

8.4  (30) 

17.8  (34) 

4.2  (24) 

6.5  (12) 

28.3  (14) 

16.5  ( 7) 

5.5  (36) 

3.9  (37) 

73.9  (12) 

21.9  ( 9) 

29.4  (13) 

3.1  (38) 

3.5  (36) 

12.0  (45) 

5.3  (45) 

8.3  ( 7) 

4.9  (13) 

28.3  (42) 

7.7  (36) 

15.6  (38) 

15.6  ( 3) 

3.3  (40) 

46.9  ( 4) 

20.7  ( 5) 

4.5  (42) 

4.0(34) 

22.3  (45) 

8.3  (33) 

15.7  (37) 

15.9  ( 2) 

4.4  (25) 

66.9  ( 1 ) 

34.1  ( 2) 

7.3  (20) 

4.8  (16) 

52.3  (30) 

18.3  (11) 

18.3  (30) 

6.2  (15) 

10.5  ( 2) 

10.5  (47) 

5.3  (45) 

5.5  (36) 

4.5  (24) 

93.2  ( 4) 

9.8  (23) 

24.3  (23) 

6.7  (12) 

7.8  ( 8) 

29.3  (11) 

14.4  ( 9) 

8.2  ( 9) 

5.0(12) 

73.0  (14) 

24.8  ( 6) 

34.2  ( 3) 

7.3  (11) 

5.2  (19) 

14.0  (41) 

7.1  (39) 

9.1  ( 4) 

5.6  ( 3) 

10.8  (48) 

4.2  (48) 

6.5  (48) 

9.2  ( 8) 

18.7  ( 1) 

41.3  ( 5) 

28.6  ( 3) 

4.0  (45) 

3.3  (41) 

87.1  ( 7) 

24.9  ( 5) 

36.0  ( 1) 

5.7  ( 18) 

3.6  (35) 

20.4  (25) 

8.8  (27) 

6.9  (25) 

4.4  (25) 

75.1  (10) 

8.3  (33) 

20.2  (28) 

2.6  (41) 

3.3  (40) 

21.8  (22) 

12.4  (17) 

7.6  (15) 

4.9  (13) 

57.8  (28) 

5.6  (40) 

23.9  (24) 

2.4  (42) 

6.1  (14) 

14.8  (35) 

6.5  (40) 

8.8  ( 5) 

5.2  ( 6) 

66.9  (20) 

7.0  (39) 

20.9  (27) 

7.6  (10) 

5.5  (16) 

26.1  (15) 

12.9  (15) 

6.4  (30) 

4.2  (30) 

64.6  (22) 

8.9  (26) 

27.3  (16) 

4.2  (24) 

4.7  (23) 

23.5  (19) 

12.6  (16) 

7.6  (15) 

4.8  (16) 

62.0  (26) 

8.4  (30) 

17.9  (31) 

1.7  (45) 

4.3  (26) 

14.0  (41) 

7.5  (38) 

7.6  (15) 

4.8  (16) 

71.6  (15) 

32.0  ( 2) 

10.6  (44) 

5.8  (17) 

2.0  (47) 

14.4  (38) 

7.9  (33) 

4.3  (44) 

3.3  (41) 

87.6  ( 6) 

14.9  (13) 

26.1  (18) 

8.5  ( 9) 

7.0  ( 9) 

34.9  ( 7) 

15.8  ( 8) 

9.3  ( 3) 

5.5  ( 4) 

32.0  (38) 

22.7  ( 8) 

25.1  (20) 

4.2  (24) 

3.1  (44) 

30.5  (10) 

9.9  (24) 

9.6  ( 2) 

5.4  ( 5) 

69.0  (18) 

23.0  ( 7) 

31.6  (10) 

3.3  (33) 

4.1  (28) 

19.5  (27) 

10.4  (22) 

7.1  (23) 

4.7  (19) 

31.6  (39) 

10.3  (21) 

27.9  (14) 

1.6  (46) 

3.7  (32) 

14.2  (40) 

6.5  (40) 

7.7  (13) 

5.2  ( 6) 

74.7  (11) 

8.8  (28) 

25.1  (20) 

0.9  (48) 

9.0  ( 3) 

28.7  (12) 

14.1  (11) 

8.7  ( 6) 

5.2  ( 6) 

38.2  (36) 

10.5  (18) 

6.7  (47) 

2.4  (42) 

4.2  (27) 

54.6  ( 2) 

25.0  ( 4) 

5.1  (38) 

3.3  (41) 

31.6  (39) 

9.6  (24) 

12.9  (42) 

3.4  (31) 

2.9  (45) 

10.6  (46) 

6.3  (43) 

6.9  (25) 

7.4  ( 1) 

93.1  ( 5) 

11.3  (15) 

32.6  ( 5) 

2.7  (39) 

6.5  (12) 

18.6  (29) 

8.5  (30) 

11.5(  1) 

5.8  ( 2) 

62.2  (25) 

5.5  (42) 

35.5  ( 2) 

1 .9  (44) 

6.8  (11) 

21.7  (23) 

7.8  (35) 

7.9  (12) 

3.6  (39) 

26.7  (43) 

5.2  (45) 

8.3  (46) 

6.4  (14) 

8.5  ( 5) 

23.0  (20) 

9.2  (26) 

2.7  (47) 

3.3  (41) 

103.8  ( 3) 

10.4  (19) 

32.4  ( 6) 

3.4  (31) 

3.5  (36) 

20.7  (24) 

8.8  (27) 

7.2  (21) 

4.7  (19) 

64.8  (21) 

18.1  (12) 

30.6  (12) 

5.5  (19) 

3.4  (39) 

14.5  (37) 

6.4  (42) 

7.5  (18) 

5.2  ( 6) 

76.0  ( 9) 

20.2  (10) 

31.8  ( 8) 

3.3  (33) 

3.8  (30) 

19.7  (26) 

8.5  (30) 

6.5  (28) 

4.3  (27) 

38.7  (35) 

10.4  (19) 

23.0  (25) 

4.9  (21) 

3.3  (40) 

18.3  (30) 

8.8  (27) 

7.0  (24) 

4.3  (27) 

19.7  (46) 

5.6  (40) 

10.8  (43) 

12.2  ( 4) 

3.8  (30) 

14.7  (36) 

9.4  (25) 

5.0  (39) 

3.1  (45) 

80.8  ( 8) 

10.3  (21) 

17.9  (31) 

9.5  ( 6) 

5.4  (17) 

35.4  ( 6) 

13.3  (13) 

6.9  (25) 

4.3  (27) 

30.0  (41) 

4.8  (46) 

19.2  (29) 

2.7  (39) 

6.9  (10) 

34.4  ( 8) 

17.1  ( 6) 

6.3  (31) 

4.0  (34) 

22.5  (44) 

9.1  (25) 

15.9  (36) 

4.2  (24) 

4.7  (23) 

17.2  (33) 

7.6  (36) 

5.0  (39) 

4.7  (19) 

40.0  (34) 

7.1  (38) 

15.2  (40) 

11.4  ( 5) 

5.3  (18) 

25.5  (16) 

11.1  (20) 

4.6  (41) 

3.6  (39) 

105.2  ( 1) 

33.2  ( 1) 

34.0  ( 4) 

6.1  (16) 

3.5  (36) 

19.2  (28) 

10.3  (23) 

6.3  (31) 

4.1  (31) 

70.4  (17) 

25.0  ( 4) 

15.3  (39) 

9.4  ( 7) 

2.0  (47) 

31.2  ( 9) 

13.9  (12) 

4.4  (43) 

2.8  (46) 

71.5  (16) 

8.4  (30) 

14.4  (41) 

6.5  (13) 

5.1  (20) 

48.5  ( 3) 

35.0  ( 1) 

6.3  (31) 

4.0  (34) 

50.9  (31) 

4.6  (47) 

17.9  (31) 

1.6  (46) 

5.8  (15) 

22.4  (21) 

11.1  (19) 

6.1  (34) 

4.1  (31) 

15.9  (47) 

5.3  (43) 

10.3  (45) 

22.5  1 1) 

4.0  (29) 

13.2  (43) 

3.9  (47) 

2.2  (48) 

0.6  (48) 

32.5  (37) 

10.7  (17) 

22.2  (26) 

3.3  (33) 

3.7  (32) 

14.3  (39) 

7.6  (36) 

6.5  (28) 

4.4  (25) 

62.7  (24) 

8.0  (35) 

31.7  ( 9) 

4.1  (28) 

5.0  (22) 

15.8  (34) 

7.9  (33) 

8.1  (11) 

3.7  (38) 

68.7  (19) 

5.3  (43) 

31.4  (11) 

4.8  (22) 

8.6  ( 4) 

24.0  (18) 

10.5  (21) 

7.2  (21) 

4.7  (19) 

54.1  (29) 

8.8  (28) 

16.0  (35) 

3.3  (33) 

8.0  ( 7) 

24.7  (17) 

12.0  (18) 

4.0  (45) 

2.5  (47) 

Source  of  Data:  World  Health  Statistics  Annual,  1984-1988. 
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LEADING  CAUSES  OF  DEATH  AMONG 

CHILDREN  AGED  1-14,  BOTH  SEXES:  UNITED  STATES-1987 

Rank 

Cause  of  Death 

Number 

of 

Deaths 

Percent 

of 

Total 

Deaths 

Death  Rate 
per 

100,000 
Population 
Ages  1-14* 

All  Causes 

16,216 

100.0 

32.2 

1. 

Accidents 

7,119 

43.9 

14.3 

2. 

Cancer 

1,686 

10.4 

3.4 

3. 

Congenital  Anomalies 

1,372 

8.4 

2.6 

4. 

Homicide 

741 

4.6 

1.5  . 

5. 

Heart  Diseases 

646 

4.0 

1.3 

6. 

Pneumonia  & Influenza 

293 

1.8 

0.6 

7. 

Suicide 

251 

1.5 

0.6 

8. 

Cerebral  Palsy 

245 

1.5 

0.5 

9. 

Meningitis 

176 

1.1 

0.3 

10. 

Chronic  Obstructive  Lung  Diseases 

168 

1.0 

0.4 

11. 

HIV  Infection 

151 

0.9 

0.3 

12. 

Septicemia 

140 

0.9 

0.3 

13. 

Benign  Neoplasms 

136 

0.8 

0.3 

14. 

Diseases  of  Infancy 

135 

0.8 

0.2 

15. 

Cerebrovascular  Diseases 

127 

0.8 

0.3 

All  Others 

2,830 

17.7 

5.5 

* Age- 

Sou  rc 

adjusted  to  the  1970  US  standard  population. 

;e;  Vital  Statistics  of  the  United  States,  1987. 

V — 
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TRENDS  IN  SURVIVAL  FOR  CHILDREN  UNDER  AGE  15,® 
SELECTED  SITES  OF  CANCER,  1960-1986 


Relative  5-Year  Survival  Rates  (Percent) 


Year  of  Diagnosis 


Site 

1960-19631 

1 970-1 973I 

1 974-1 976^ 

1977-19802 

1981-19862 

All  Sites 

28 

45 

55.1 

61.6 

66.8* 

Acute  Lymphocytic 
Leukemia 

4 

34 

53.4 

67.9 

72.8* 

Acute  Myeloid 
Leukemia 

3 

5 

16.1 

25.4t 

24.3t 

Wilms’  Tumor 

33 

70 

74.1 

79.6 

83.3 

Brain  and 

Nervous  System 

35 

45 

54.5 

55.9 

59.0 

Neuroblastoma 

25 

40 

48.6 

52.3 

56.4 

Bone 

20 

30 

51. 9t 

47.1 

53.8t 

Hodgkin’s  Disease 

52 

90 

80.4 

87.5 

85.0 

Non-Hodgkin’s 

Lymphomas 

18 

26 

42.3 

50.1 

68.3* 

^Rates  are  available  for  whites  only. 

’Rates  are  based  on  End  Results  Group  data  from  a series  of  hospital  registries  and  one 
population-based  registry. 

^Rates  are  from  the  SEER  program.  They  are  based  on  data  from  population-based 
registries  in  Connecticut,  New  Mexico,  Utah,  Iowa,  Hawaii,  Atlanta,  Detroit,  Seattle-Puget 
Sound,  and  San  Francisco-Oakland.  Rates  are  based  on  follow-up  of  patients  through  1986. 

‘The  difference  in  rates  between  1974-1976  and  1981-1986  is  statistically  significant 
(p<0.05).  ^ 

’^The  standard  error  of  the  survival  rate  is  between  5 and  10  percentage  points. 

Source:  Cancer  Statistics  Branch,  National  Cancer  Institute. 


241 


Cancer  Statistics,  1991 


Bol  Asoc.  Med.  P.  Rico  - Junio  1991 


TRENDS  IN  SURVIVAL 

BY  SITE  OF  CANCER,  BY  RACE,  CASES  DIAGNOSED  IN 
1960-1963,  1970-1973,  1974-1976,  1977-1980,  1981-1986 


1960-1963' 

Relative 

5-Year 

Survival 

Rates 

(Percent) 

1970-19731 

Relative 

5- Year 
Survival 
Rates 
(Percent) 

1974-19762 
Relative 
. 5-Year 
Survival 
Rates 
(Percent) 

1977-19802 

Relative 

5-Year 

Survival 

Rates 

(Percent) 

1981-19862 

Relative 

5-Year 

Survival 

Rates 

(Percent) 

Site 

White  Black 

White 

Black 

White  Black 

White 

Black 

White 

Black 

All  Sites 

39 

27 

43 

31 

50 

39 

50 

39 

52* 

38 

Oral  Cavity  & Pharynx 

45 

— 

43 

— 

55 

35 

54 

34 

53 

31 

Esophagus 

4 

1 

4 

4 

5 

4 

6 

4 

9* 

6 

Stomach 

11 

8 

13 

13 

14 

16 

16 

16 

16* 

18 

Colon 

43 

34 

49 

37 

50 

46 

53 

48 

57* 

48 

Rectum 

38 

27 

45 

30 

49 

41 

51 

37 

54* 

41 

Liver 

2 

— 

3 

— 

4 

1 

3 

3 

5 

4 

Pancreas 

1 

1 

2 

2 

3 

2 

2 

5 

3* 

4 

Larynx 

53 

— 

62 

— 

66 

59 

67 

58 

69* 

52 

Lung  & Bronchus 

8 

5 

10 

7 

12 

11 

13 

12 

13* 

11 

Melanoma  of  Skin 

60 

— 

68 

— 

80 

69# 

81 

49## 

81* 

65 

Breast  (Female) 

63 

46 

68 

51 

75 

63 

75 

63 

78* 

64 

Cervix  Uteri 

58 

47 

64 

61 

69 

63 

68 

62 

67 

57* 

Corpus  Uteri 

73 

31 

81 

44 

89 

62 

86 

56 

84* 

55 

Ovary 

32 

32 

36 

32 

36 

41 

37 

39 

39* 

38 

Prostate 

50 

35 

63 

55 

67 

58 

72 

62 

75* 

62* 

Testis 

63 

— 

72 

— 

78 

77# 

88 

73# 

92* 

92 

Urinary  Bladder 

53 

24 

61 

36 

73 

47 

76 

54 

79* 

59* 

Kidney  & Renal  Pelvis 

37 

38 

46 

44 

52 

49 

51 

56 

53 

51 

Brain  & Nervous  System 

18 

19 

20 

19 

22 

28 

24 

28 

24* 

32 

Thyroid 

83 

— 

86 

— 

92 

87 

92 

92 

94 

96 

Hodgkin’s  Disease 

40 

— 

67 

— 

71 

68 

73 

73 

76* 

74 

Non-Hodgkin’s 

31 

— 

41 

— 

47 

48 

49 

49 

51* 

45 

Lymphomas 

Multiple  Myeloma 

12 

19 



24 

28 

25 

32 

26* 

28 

Leukemia 

14 

— 

22 

— 

34 

30 

36 

29 

36 

29 

^ Rates  are  based  on  End  Results  Group  data  from  a series  of  hospital  registries  and  one 
population-based  registry. 

^Rates  are  from  the  SEER  program,  based  on  data  from  population-based  registries  in 
Connecticut,  New  Mexico,  Utah,  Iowa,  Hawaii,  Atlanta,  Detroit,  Seattle-Puget  Sound,  and 
San  Francisco-Oakland.  Rates  are  based  on  follow-up  of  patients  through  1986. 

‘The  difference  in  rates  between  1974-1976  and  1981-1986  is  statistically  significant 
(p<0.05). 

#The  standard  error  of  the  survival  rate  is  between  5 and  10  percentage  points. 

##The  standard  error  of  the  survival  rate  is  greater  than  10  percentage  points. 

— Valid  survival  rate  couia  not  oe  calculated. 

Source:  Cancer  Statistics  Branch,  National  Cancer  Institute. 
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Resumen:  Este  informe  consiste  en  un  análisis  de  las 

tendencias  de  las  localizaciones  primarias  de  cáncer  las 
cuales  fueron  seleccionadas  considerando  su  relación  con  la 
contaminación  ambiental  en  los  municipios  de  Puerto  Rico. 
Los  datos  analizados  pertenecen  a casos  diagnosticados  de 
1960  a 1988  que  suman  la  cantidad  de  168,288  incluyendo 
16,286  tumores  epidermoides  y básales  de  la  piel.  El  pro- 
medio de  incidencia  de  todo  Puerto  Rico  es  el  índice  de  com- 
paración y se  identifican  en  los  mapas  y mencionan  en  el 
resumen  los  de  incidencia  mayor. 


De  los  datos  disponibles  en  el  Registro  Central  de 
Cáncer  en  Puerto  Rico  se  ha  realizado  un 
análisis  de  la  incidencia  de  cáncer  en  Puerto  Rico  distri- 
buida por  municipio  de  residencia  del  paciente  para  ocho 
sistemas,  cuatro  órganos  anatómicos  diferentes  y todas 
las  localizaciones  juntas. 

Los  parámetros  estudiados  son:  el  número  de  casos,  las 
tasas  (promedio  anual):  específica  por  edad,  cruda  y ajus- 
tada por  edad  a la  población  de  Puerto  Rico  de  1970,  para 
los  quinquenios  entre  1960  y 1984yelcuatreniode  1985  a 
1988.  Cáncer  de  toda  piel  se  incluyó  desde  1950  ya  que  se 
descontinuó  en  1975  el  registro  de  los  carcinomas  básales 
y epidermoides  de  la  piel. 

De  los  datos  analizados  se  estudiaron  especificamente 
aquellos  hallazgos  en  que: 

1.  Las  tasas  ajustadas  por  edad  del  municipio  son 
mayores  que  las  tasas  ajustadas  por  edad  de  Puerto 
Rico  desde  1970  hasta  1988  y/o 
2.  La  tendencia  ascendente  de  las  tasas  ajustadas  por 
edad  del  municipio  difiere  significantemente  de  la 
línea  horizontal  a un  nivel  de  1%  de  probabilidad  de 
ocurrir  por  azar. 

Debido  a que  no  se  había  completado  el  procesamiento 
de  los  casos  diagnosticados  en  1989,  para  este  año  se 
asumió  un  valor  (estimado)  igual  al  valor  promedio  del 
periodo  de  1985-88.  Esto  puede  alterar  un  poco  la  verda- 
dera tendencia  en  el  último  periodo  pero  como  se  están 
analizando  promedios,  se  espera  que  esto  sera  mínimo. 

Este  estudio  incluye  144,002  casos  de  cáncer  excep- 
tuando básales  y escamosos  de  piel,  más  16,286  casos  de 
estos  últimos  para  un  total  de  160,288. 

Para  cáncer  en  general  los  municipios  con  tasas  de  inci- 
dencia ajustadas  por  edad  mayores  que  las  de  Puerto 


Rico  son  Cataño,  San  Juan,  Ponce,  Bayamón,  Guayama, 
Humacao  y Cayey.  Aunque  con  tasas  menores  que  las  de 
Puerto  Rico,  los  municipios  de  Yabucoa,  Yauco,  Patillas 
y Lares  Muestran  una  tendencia  ascendente  significante 
diferente  de  la  línea  horizontal.  (Gráfica  1) 

En  cáncer  de  boca  y faringe  la  tasa  del  municipio  es 
mayor  que  la  de  Puerto  Rico  de  1970-88  en  los  municipios 
de  Cataño,  Aguadilla,  Camuy,  Fajardo,  Guánica, 
Humacao,  Patillas,  Rincón,  Yabucoa,  Yauco,  Aguada  y 
Lares  (Gráfica  2). 


Gráfica  1 

INCIDENCIA  DE  CANCER  EN  GENERAL 
PUERTO  RICO  1960-1988 


Gráfica  2 

INCIDENCIA  DE  CANCER  DE  BOCA  Y FARINGE 
PUERTO  RICO  1960-1988 
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En  los  municipios  de  Cataño,  San  Juan,  Bayamón  y 
Humacao  y en  muchos  del  Sur/Sur-Oeste:  Ponce,  San 
Germán,  Cayey,  Lajas,  Aibonito,  Yauco,  Patillas, 
Guayama,  Cabo  Rojo,  Sabana  Grande,  Guánica, 
Guayanilla,  y Coamo  la  tasa  para  cáncer  del  sistema 
digestivo  es  mayor  que  la  de  Puerto  Rico  (Gráfica  3). 

Gráfica  3 

INCIDENCIA  DE  CANCER  DEL  SISTEMA  DIGESTIVO 
PUERTO  RICO  1960-1988 
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Dentro  de  los  canceres  del  sistema  digestivo,  la  tasa  de 
incidencia  del  cáncer  de  hígado  es  más  alta  que  Puerto 
Rico  en  los  municipios  de  Maricao,  Humacao,  Corozal, 
San  Germán,  San  Juan  y Aibonito.  Cataño  tiene  valores 
mayores  que  Puerto  Rico  en  los  períodos  1970-74,  1980- 
84  y 1985-88.  Lajas  muestra  una  tendencia  ascendente 
significante  aunque  sus  valores  son  menores  que  los  de 
Puerto  Rico  (Gráfica  4). 

Gráfica  4 

INCIDENCIA  DE  CANCER  DEL  HIGADO 
PUERTO  RICO  1960-1988 
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El  cáncer  del  Pulmón  es  más  alto  que  Puerto  Rico  en  los 
municipios  de:  Cataño,  San  Juan,  Bayamón  y Guaynabo, 
Humacao  y Eajardo,  Guayama,  Salinas,  Aguada, 
Culebra  y Caguas.  Aunque  no  más  alta  que  la  de  Puerto 
Rico,  la  tasa  de  incidencia  es  significantemente  ascen- 
dente en  los  municipios  de  Maunabo,  Moca,  Aguadilla, 
Hatillo,  Patillas,  Isabela  y Peñuelas  (Gráfica  5). 

La  tendencia  de  cáncer  invasivo  de  cuello  uterino  es  des- 
cendente en  Puerto  Rico  así  como  en  los  municipios,  sin 
embargo  en  Cataño,  Salinas,  Juana  Díaz,  Arecibo,  las 
tasas  de  incidencia  son  mayores  que  las  de  toda  la  isla 
(Gráfica  6). 


Gráfica  5 

INCIDENCIA  DE  CANCER  DEL  PULMON 
PUERTO  RICO  1960-1988 
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Gráfica  6 

INCIDENCIA  DEL  CANCER  DEL  CUELLO  UTERINO  (INVASIVO) 
PUERTO  RICO  1960-1988 
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Para  cáncer  de  mama,  solamente  en  los  municipios  de 
Cataño  y San  Juan  las  tasas  de  incidencia  son  mayores 
que  las  de  Puerto  Rico.  Muchos  municipios  tienen  ten- 
dencia ascendente  significante  aunque  los  valores  son 
menores  que  los  de  toda  la  isla;  estas  son:  Mayaguez, 
Ponce,  Naranjito,  Toa  Baja,  Yabucoa,  Yauco,  Sabana 
Grande,  Manatí,  Juncos,  Jayuya,  Humacao,  Fajardo, 
Coamo,  Cayey,  Carolina,  Caguas,  Aguadilla  y Vieques 
(Gráfica  7). 

Gráfica  7 

INCIDENCIA  CANCER.MAMA  FEMENINA 
PUERTO  RICO  1960-1988 
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Los  municipios  con  tasas  incidencia  de  cáncer  de  prós- 
tata más  altas  que  las  de  Puerto  Rico  se  concentran  hacia 
el  noroeste  de  la  isla.  Estos  son:  Cataño,  Carolina, 
Juncos,  Trujillo  Alto,  Caguas,  San  Juan,  Bayamón, 
Ceiba,  Arroyo  (excepto  último  período)  y Río  Grande. 
Con  tendencias  ascendentes  significantes  aparecen  los 
municipios  de  Arroyo,  Humacao,  Cayey,  Mayaguez, 
Rincón,  Coamo,  Guayama,  Corozal,  Naranjito  y Juana 
Díaz  (Gráfica  8). 

Gráfica  8 

INCIDENCIA  DE  CANCER  DE  PROSTATA 
PUERTO  RICO  1960-1988 
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El  cáncer  del  sistema  urinario  tiene  tasas  mayores  que 
Puerto  Rico  en  los  municipios  de  Cataño,  Bayamón, 
Ponce  y San  Juan.  En  Orocovis,  Cuquillo,  Cabo  Rojo  y 
San  Sebastian  la  tendencia  es  significantemente  ascen- 
dente al  compararla  con  la  línea  horizontal  (Gráfica  9). 

Gráfica  9 

INCIDENCIA  DE  CANCER  SISTEMA  URINARIO 
PUERTO  RICO  1960-1988 
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Las  tasas  de  incidencia  para  cáncer  del  sistema  nervioso 
en  Cataño,  San  Juan,  Bayamón  y Cayey,  son  mayores 
que  las  de  todo  Puerto  Rico.  En  Patillas,  Humacao,  San 
Sebastián  y Juncos  son  menores  pero  las  tendencias  son 
ascendentes.  (Gráfica  10) 

La  incidencia  de  Leucemias  en  Cataño,  Coamo, 
Carolina,  Ponce,  Patillas  y Yauco  es  mayor  que  la  de 
Puerto  Rico.  Aunque  con  tasas  menores  que  toda  la  isla, 
los  municipios  de  Cayey,  Juana  Díaz,  Aguadilla  e Isabela 
tienen  tendencias  significantemente  ascendentes 
(Gráfica  11). 


Gráfica  10 

INCIDENCIA  DE  CANCER  DEL  SISTEMA  NERVIOSO 
PUERTO  RICO  1960-1988 
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Gráfica  11 

INCIDENCIA  DE  LEUCEMIAS 
PUERTO  RICO  1960-1988 
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Los  Linfomas  tienen  una  tasa  mayor  que  Puerto  Rico 
en  Cataño,  Bayamón,  San  Juan  y Fajardo.  Manatí  tiene 
una  tendencia  ascendente  aunque  los  valores  están  por 
debajo  que  los  de  Puerto  Rico  (Gráfica  12). 

Gráfica  12 

INCIDENCIA  DE  LINFOMAS 
PUERTO  RICO  1960-1988 
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Para  todos  los  tumores  malignos  de  la  piel  se  analizaron 
los  casos  diagnosticados  desde  1950  hasta  1974.  Los 
valores  de  incidencia  son  mayores  que  Puerto  Rico  en  los 
municipios  de  Guánica,  Lajas,  Ponce,  Cataño,  San  Juan, 
Yauco  y Cabo  Rojo.  Si  excluimos  los  tumores  malignos 
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de  células  básales  y escamosas,  los  tumores  restantes  de  la 
piel  ocurridos  desde  1970  al  1988  tienen  tasas  mayores 
que  la  de  Puerto  Rico  en  Dorado  y San  Juan 
(Gráfica  13). 

Gráfica  13 


INCIDENCIA  CANCER  DE  PIEL 
PUERTO  RICO  1960-1988 
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Información  más  detallada  sobre  cáncer  por  área  geo- 
gráfica se  presentará  en  le  próximo  estudio  de  cuarenta 
años  de  cáncer  que  esperamos  publicar. 


Summary:  This  study  consist  of  the  trends  of  those 

malignant  tumours  in  Puerto  Rico  dignosed  1960  to  1988 
that  we  considered  more  related  with  some  environmental 
factors.  For  this  purpose  160,288  cancer  cases  analyzed 
included  16,286  of  squamous  and  basal  cell  carcinomas  of 
the  skin  diagnosed  from  1950  up  to  1975  only.  We  have 
darken  in  the  map  and  mentioned  below  in  this  summary 
those  municipalities  with  incidence  greater  than  Puerto 
Rico’s  average. 
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Epidemiología  Ambiental  de  Cáncer 
en  Puerto  Rico:  1987-1988 

Máximo  J.  Cerame  Vivas,  Ph.D. 


Resumen:  Se  hizo  un  análisis  de  cáncer  para  el  1987  y 

1988,  y para  cada  municipio  de  Puerto  Rico.  Las  áreas  de 
incidencia  más  prominentes  fueron  examinadas  con  miras 
a establecer  posibles  factores  causales  ambientales.  Los 
datos  analizados  fueron  los  primeros  diagnósticos  para 
cánceres  de  todo  tipo,  cánceres  respiratorios  y leucemias. 

El  Municipio  de  Cataño  sobresalió  en  la  mayoría  de  los 
casos.  Cataño  yace  viento  abajo  de  la  zona  metropolitana 
mayor  de  Puerto  Rico  (densidad  poblacíonal:  9,559  habi- 
tantes por  milla  cuadrada),  del  mayor  número  de  industrias 
para  la  isla,  de  emisiones  atmosféricas  pasadas  y presentes 
donde  no  se  ha  logrado  cumplimiento  ni  control,  del  mayor 
número  de  vehículos  de  motor,  y está  rodeado  de  hume- 
dales. También  sobresalieron  otros  municipios  de  alta  acti- 
vidad de  emisiones  industriales,  históricas  o actuales,  donde 
ha  habido  poco  o ningún  control  ambiental. 

Por  invitación  de  la  Liga  Puertorriqueña  Contra  el 
Cáncer,  emprendimos  un  estudio  epidemiológico 
ambiental  para  establecer  si  existen  o no  relaciones  nota- 
bles entre  la  incidencia  de  tumores  y algunas  condiciones 
ambientales  que  afectan  a Puerto  Rico.  Para  ello  hubo 
que  examinar  dos  tipos  de  datos. 

Para  establecer  la  incidencia  de  cánceres  en  los  dife- 
rentes municipios  de  la  isla  usamos  como  fuente  de  infor- 
mación las  publicaciones  del  Registro  de  Cáncer,  del  pro- 
grama Control  del  Cáncer  del  Departamento  de  Salud.  El 
Registro  de  Cáncer  viene  recogiendo  datos  desde  1950. 
Deseamos  reconocer  la  dedicada  labor  que  este  esfuerzo 
registral  representa.  El  valor  de  este  acopio  de  datos  es 
incalculable,  y queremos  distinguir  la  persona  que  ha 
llevado  el  grueso  de  esta  tarea — el  Dr.  Isidro  Martínez. 

Por  otra  parte,  examinamos  datos  sobre  observa- 
ciones, condiciones  y mediciones  ambientales  de  varios 
tipos,  tales  como  mediciones  de  calidad  de  aire,  de 
calidad  de  aguas,  predios  donde  se  han  depositado 
desperdicios  peligrosos  y que,  por  representar  riesgos 
inminentes  a la  salud  humana  o al  ambiente,  han  sido 
designados  en  el  National  Priorities  List  como  Superfund 
Sites  — en  Puerto  Rico  hay  17  predios  de  éstos  y 140 
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predios  que  son  candidatos  a designación  de  Superfund 
Site — y datos  de  fuentes  de  emanaciones  atmosféricas, 
para  mencionar  sólo  algunos.  Aunque  los  desperdicios 
tóxicos  provocan  un  temor  irracional  ante  la  ciudadanía, 
no  hay  que  olvidar  que  los  desperdicios  tóxicos  son  sólo 
menos  del  1%  de  las  sustancias  tóxicas  que  se  manejan  en 
la  isla.  Unas  40  millones  de  toneladas  de  sustancias 
tóxicas  se  transportan  por  nuestras  carreteras  cada  año. 
De  éstas,  sólo  400,000  t son  desperdicios  según  el  esti- 
mado más  generoso. 

El  valor  del  acopio  histórico  de  estos  datos  también  es 
incalculable,  y queremos  destacar  la  persona  que  se  ha 
dado  a la  tarea  de  ser  el  curador  de  estos  documentos  — y 
autor  de  algunos  de  ellos — el  geólogo  Pedro  A. 
Gelabert,  Director  de  la  Oficina  del  Caribe  de  la  Agencia 
Federal  para  la  Protección  Ambiental  (EPA,  por  sus 
siglas  en  inglés).  El  Sr.  Gelabert  es  la  persona  más  gene- 
rosa que  conocemos  en  cuanto  a acceso  a datos  bajo  su 
custodia. 

Cánceres  estudiados 

Dado  el  caso  que  hemos  querido  relacionar  cáncer  con 
factores  ambientales,  nos  hemos  limitado  a examinar  la 
incidencia  de  aquellos  tumores  a los  cuales  se  les  adscribe 
alguna  posible  causalidad  ambiental,  tales  como  los 
(1)  cánceres  respiratorios  que  puedan  ser  propiciados 
por  irritantes  o cancerígenos  transportados  atmosférica- 
mente, los  (2)  cánceres  gástricos  que  puedan  ser  propi- 
ciados por  la  ingestión  de  algún  factor  facilitador,  (3)  las 
leucemias,  y,  para  establecer  patrones  epidemiológicos 
generales,  los  datos  englobados  bajo  (4)  cánceres  de  todo 
tipo.  Respecto  a los  cánceres  gástricos,  notamos  que  la 
población  se  pone  a riesgo  más  por  patrones  de  conducta 
voluntaria  que  por  razones  de  exposición  ambiental  invo- 
luntaria, y no  los  hemos  incluido  en  el  presente  informe. 

Manejo  de  datos 

Muchos  de  los  tumores  cancerosos  no  son  atribuibles  a 
causalidades  de  tipo  exógeno  ambiental.  Los  datos  que 
estamos  usando  representan  datos  de  diagnósticos 
nuevos  por  municipio  y por  año,  y son  tumores  que  llevan 
diez,  quince  o veinte  años  de  gestación.  El  presente 
estudio,  por  lo  tanto,  está  basado  en  el  año  del  diagnós- 
tico. No  puede  estar  basado  en  el  año  en  que  el  tumor 
surge. 
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Además,  dado  el  formato  del  Registro  de  Cáncer,  sólo 
estamos  analizando  los  años  1987  y 1988,  por  seréstos  los 
dos  primeros  años  en  que  el  Registro  desglosa  los  casos 
por  tipos  de  tumores  y por  el  municipio  de  residencia  del 
paciente.  El  Registro  desglosa  frecuencias  por  municipio 
para  los  años  1966,  1968,  1969,  1975,  1976,  1977,  1979, 
1984  y 1986,  pero  para  estos  años  se  engloban  los  casos 
por  municipio  como  cánceres  de  todo  tipo,  sin  desglosar 
el  tipo  de  tumor.  El  presente  estudio,  por  lo  tanto,  repre- 
senta sólo  un  análisis  de  dos  años:  1987  y 1988. 

Salvedades  epidemiológicas 

Un  estudio  epidemiológico  debe  satisfacer  las  ocho  sal- 
vedades de  Hill  (1965),  que  son: 

1 . La  fuerza  de  la  asociación:  la  tasa  de  la  incidencia  de 
la  condición  en  la  población  expuesta  al  supuesto 
causante,  comparada  con  la  tasa  de  incidencia  en  la 
población  protegida. 

2.  Consistencia  del  hallazgo:  el  poder  observar  la 
relación  causa-y-efecto  en  una  diversidad  de  condi- 
ciones, poblaciones  y edades. 

3.  Especificidad:  el  poder  adjudicarle  el  efecto  a sólo 
una  causa  específica  y no  a una  multiplicidad  de 
fatores. 

4.  Temporalidad:  la  relación  temporal  entre  causa  y 
efecto.  La  causa  debe  preceder  al  efecto. 

5.  Grandiente  biológico:  el  poder  establecer  que  a mayor 
causa,  mayor  efecto,  o la  relación  entre  condición  y 
dosis  del  agente  causante. 

6.  Sensatez  y coherencia  biológica:  el  poder  establecer 
mecanismos  de  asociación  entre  el  agente  causante  y 
la  historia  y la  biología  de  la  condición. 

7.  Evidencia  experimental:  data  animal  que  sustente  la 
asociación.  Muy  difícil  de  obtener  en  casos  de  cáncer. 

8.  Analogía:  de  conocerse  otro  agente  causante  análogo, 
el  establecer  modos  de  acción  o efectos  análogos 
también. 

En  el  presente  estudio  no  todas  las  salvedades  nos 
ayudan.  A pesar  de  ello,  sin  embargo,  entendemos  que 
surgen  del  análisis  patrones  y tendencias  que  merecen 
nuestra  atención. 

Tablas  de  estadísticas 

A continuación  se  ofrecen  las  tablas  de  las  estadísticas 
resultantes  del  presente  estudio.  Se  ha  comparado  la  fre- 
cuencia por  municipio  contra  la  población  del  municipio. 
Dado  el  caso  que  los  años  estudiados  son  el  1987  y el 
1988,  que  son  años  entre  los  censos  del  1980  y 1990,  las 
poblaciones  utilizadas  para  establecer  incidencias  han 
sido  interpoladas.  La  incidencia  ha  sido  calculada  en  pro- 
porción a diez  mil  (10,000)  habitantes. 

Tabla  1 

Cánceres  de  todo  tipo;  1987 

La  Tabla  1 presenta  los  datos  de  incidencia  de  cánceres 
de  todo  tipo,  por  municipio,  en  orden  descendente  de 
incidencia,  para  1987. 

Cataño  resulta  ser  el  municipio  de  mayor  incidencia 
para  cánceres  de  todo  tipo:  36.22  casos  por  10,000 


habitantes.  Cataño  ha  sido  un  municipio  asediado  por 
emanaciones  de  varios  tipos  durante  décadas.  En  cuanto 
a calidad  de  aire  respecta,  Cataño  es  un  área  de  no  logro. 
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viunicipio 

ooblación  1987 

casos  1987 

casos/1 0,000 

1 ( 

Jatafio 

26,779 

97 

36.2224 

2 

Julebra 

1 .280 

4 

31.25 

3 

juayanilla 

20,563 

58 

28.206 

4 

juánica 

17,934 

49 

27.3224 

5 

Duebradillas 

19,823 

53 

26.7366 

6 

Barceloneta 

19,158 

49 

25.5768 

7 

3an  Juan  | 

433,890 

1,105 

• 25.4673 

8 

Jayuya 

14.437 

36 

24.9359 

9 

Vieques 

8,134 

20 

24.5881 

1 OlLas  Marías 

8,610 

21 

24.3902 

1 1 

Lajas 

20,740 

50 

24.108 

1 2 

Cayey 

43.372 

1 04 

23.9786 

1 3 

Florida 

7.608 

1 8 

23.6593 

1 4 

Hormigueros 

15.330 

36 

23.4834 

1 5 

Fajardo 

34,937 

80 

22.8984 

1 6 

Cabo  Rojo 

35,083 

79 

22.518 

1 71Yauco 

39,174 

88 

22.4639 

1 8 

Mayagüez 

99.472 

223 

22.4184 

1 9 

Vega  Baja 

48,625 

1 09 

22.4165 

2 0|Naguabo 

20,986 

47 

22.3959 

2 1 ¡Juncos 

27.778 

62 

22.3198 

22|Adiuntas 

17,935 

40 

22.3028 

23¡San  Sebastián 

35,075 

78 

22.2381 

24|Rincón 

12,0431  26 

21.5893 

25¡Patíllas 

17,9181  38 

21 .2077 

26|Salinas 

26,411|  56 

21 .2033 

2 7|Caquas 

127,0781  268 

21 .0894 

28 

Hatillo 

29.51 4 

62 

21 .007 

29 

Gurabo 

26,690 

56 

20.981 6 

30 

Manatí 

40,891 

84 

20.5424 

31 

Bayamón 

21  2,923 

433 

20.336 

3 2lGuavnabo 

85,688 

1 74 

20.3062 

33|Arecibo 

91  ,522 

1 80 

19.6674 

3 4|Yabucoa 

30.608 

60 

9.6027 

35iPonce 

191  .857 

376 

19.5979 

36lsan  Germán 

35,766 

70 

19.5717 

37 

Morovis 

21  .483 

42 

19.5503 

38 

Sabana  Grande 

21,116 

40 

1 8.943 

39 

Dorado 

28,044 

53 

1 8.8989 

40 

Guayama 

40,91  6 

77 

18.819 

4 1 

Lares 

27,744 

52 

18.7428 

42 

Santa  Isabel 

18,776 

35 

8.6408 

43 

Aguadilla 

54.274 

1 00 

18.425 

44 

Canóvanas 

31,588 

58 

18.3614 

45 

Camuy 

26,152 

48 

18.3542 

46 

Maunabo 

1 1 ,51  8 

21 

8.2323 

47 

Corozal 

28.984 

52 

17.9409 

48 

Naranjito 

25,31 8 

45 

17.7739 

49 

Comerío 

18,013 

32 

7.7649 

50 

Las  Piedras 

22,785 

40 

17.5554 

51 

San  Lorenzo 

31  ,920 

56 

17.5439 

52 

Humacao 

50,860 

89 

17.499 

53 

Aibonito 

22,021 

38 

17.2563 

54 

Luguiilo 

15,661 

27 

17.2403 

55 

Cíales 

16.368 

28 

17.1065 

56 

Carolina 

163,894 

280 

17.0842 

57 

Añasco 

23.748 

39 

16.4224 

58 

Ceiba 

15,484 

25 

16.1457 

59 

Toa  Baja 

81  .292 

1 28 

15.7457 

60 

Villalba 

23.606 

37 

15.674 

61 

Peñuelas 

20,504 

32 

15.6067 

62 

Rio  Grande 

40.094 

62 

15.4637 

63 

Utuado 

34,285 

52 

15.167 

64 

Coamo 

32.371 

49 

15.137 

65 

Cidra 

29,128 

43 

14.7624 

66 

Moca 

28,595 

42 

14.6879 

67 

Juana  Díaz 

42.838 

62 

14.4731 

68 

Aquas  Buenas 

22.722 

32 

14.0833 

69 

Trujillo  Alto 

54,153 

73 

13.4803 

7C 

Isabela 

37,91 1 

51 

13.4526 

71 

Toa  Alta 

32,772 

4 1 

12.5107 

72 

Barranguitas 

22.477 

28 

2.4572 

72 

Aquada 

31  .61 5 

39 

12.3359 

74 

Veqa  Alta 

27,882 

31 

11.1183 

7£ 

Loíza 

24.558 

27 

10.9944 

76 

Orocovis 

20,239 

22 

10.8701 

77 

Maricao 

6.453 

7 

10.8477 

7E 

Arroyo 

1 8.078 

1 8 

9.9569 

Puerto  Rico  to 

l ^ 3.293,872 

6,5-12 

19.8611 

248 


Máximo  J.  Cerame  Vivas.  Ph,  D. 


VoL  83  Num  6 


Un  área  de  no  logro  es  aquella  donde  no  se  ha  podido 
cumplir  con  los  requisitos  de  calidad  de  aire  que  impone 
la  Junta  de  Calidad  Ambiental  (JCA)  bajo  los  requisitos 
federales  que  establece  Environmental  Protection  Agency 
(EPA). 

Culebra  es  el  segundo  municipio  en  incidencia,  pero  si 
examinamos  los  casos,  notamos  que  son  un  cáncer  de 
mama,  un  cáncer  de  próstata,  un  cáncer  de  útero  y una 
leucemia.  Este  último  sería  el  único  caso  al  que  podría 
adscribírsele  relación  ambiental  y hemos  considerado  la 
alta  incidencia  en  Culebra  como  un  artefacto  estadístico 
amplificado  por  la  reducida  población  de  1,280  habi- 
tantes. 

El  tercer  municipio  en  incidencia  para  1987  es  Guaya- 
nilla,  municipio  que  también  ha  sido  asediado  por 
emanaciones  de  varios  tipos  provenientes  de  complejos 
industriales  que  se  establecieron  allí  a fines  de  la  década 
del  ’50,  cuando  no  había  agencias  reguladoras  ni  normas 
de  protección  ambiental  que  obligaran  a depurar  las  ema- 
naciones ni  a cumplir  con  criterios  o estándares  de  pureza 
de  emisiones.  Guayanilla  también  ha  sido  un  área  de  no 
logro. 

El  cuarto  municipio  en  incidencia  para  1987  es 
Guánica;  vecino,  viento  abajo  y corriente  abajo  de 
Guayanilla.  Además  de  haber  estado  Guánica  sujeto  a las 
emanaciones  provenientes  de  Guayanilla,  aunque  algo 
atenuadas  y diluidas,  no  hay  que  olvidar  que  Guánica  ha 
tenido  impactos  ambientales  propios. 

Para  el  quinto  municipio  en  incidencia,  Quebradillas, 
no  tenemos  una  explicación  ambiental  obvia. 

El  sexto  municipio,  Barceloneta,  es  sede  de  algunos 
complejos  industriales  que  también  se  ubicaron  allí  en  la 
época  de  exigua  preocupación  por  la  calidad  del 
ambiente.  Hay  que  señalar  además  que  tres  de  los  17 
Superfund  Sites  de  Puerto  Rico  se  encuentran  en  Barce- 
loneta. 

El  séptimo  municipio  es  la  Ciudad  Capital:  San  Juan. 
San  Juan  posee  el  mayor  número  de  industrias  de  la  isla, 
la  mayor  población  urbana  (metropolitana)  y el  mayor 
volumen  de  tráfico  de  vehículos  de  motor.  En  términos  de 
emisiones  de  vehículos  de  motor  solamente,  San  Juan 
excede  el  volumen  de  emisiones  de  muchos  complejos 
industriales  de  la  isla. 

Además  de  los  siete  municipios  ya  mencionados,  otros 
veinticinco  surgen  sobre  el  promedio  de  incidencia 
— 19.86  casos  por  diez  mil  habitantes — para  1987,  pero 
para  ellos  no  tenemos  causales  ambientales  obvios  que 
expliquen  su  notoriedad.  Nos  llama  la  atención  que 
nuestro  otro  municipio  isla  — Vieques — también  tenga 
una  incidencia  alta:  es  el  noveno  municipio. 

Tabla  2 

Cánceres  de  todo  tipo;  1988 

La  Tabla  2 presenta  los  datos  de  incidencia  de  cánceres 
de  todo  tipo,  en  orden  descendente  de  incidencia,  para 
1988. 

El  primer  municipio  que  surge  en  incidencia  para  1988 
es  un  municipio  isla  — Vieques — con  una  población 
pequeña,  pero  con  una  incidencia  80%  mayor  que  la  del 
año  anterior.  Por  el  momento  no  tenemos  un  causal 


ambiental  obvio  ni  para  esta  incidencia  ni  para  este  incre- 
mento. 
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Municioio 

}0blación  1988 

casos  1988 

casos/1 0,000 

1 

Vieques 

7.194 

32 

44.4815 

2 

Cataño 

26,601 

86 

32.3296 

3 

San  Juan 

419,289 

,236 

29.4785 

4 

Sabana  Grande 

21  .625 

59 

27.2832 

5 

Cabo  Roio 

36,955 

99 

26.7893 

6 

Lajas 

23,777 

63 

26.4962 

7 

Javuya 

14,401 

38 

26.3871 

8 

Guavama 

40,047 

1 05 

26.2192 

9 

Juncos 

26,007 

66 

25.3778 

1 0 

Aibonito 

22,529 

55 

24.413 

1 1 

Manatí 

38,264 

92 

24.0435 

1 2 

Patillas 

16,597 

39 

23.4982 

1 3 

Ponce 

192,156 

448 

23.3144 

1 4 

Florida 

8,579 

20 

23.3127 

1 5 

Yabucoa 

31  .803 

74 

23.2682 

1 6 

Satinas 

27,368 

63 

23.0196 

1 7 

Fajardo 

34.563 

79 

22.8568 

1 8 

Víltalba 

20,443 

46 

22.5016 

1 9 

Coamo 

32,332 

72 

22.269 

20 

Yauco 

37.976 

84 

22.1192 

21 

Caquas 

126,977 

279 

21.9725 

22 

Adjuntas 

17,842 

39 

21.8585 

23 

Mavaqüez 

106.609 

232 

21.7618 

24 

San  Germán 

34,608 

75 

21.6713 

25 

Rincón 

13,130 

28 

21.3252 

26 

Utuado 

32.195 

67 

20.8107 

27 

Juana  Díaz 

43.513 

90 

20.6835 

28 

Cayey 

43.545 

90 

20.6683 

29 

Guaynabo 

88.331 

1 82 

20.6043 

30 

Veqa  Baja 

53,469 

110 

20.5727 

31 

Arecibo 

90,528 

186 

20.5461 

32 

Canóvanas 

36,127 

74 

20.4833 

33 

Ceiba 

17.690 

36 

20.3505 

34 

Comerio 

1 7,261 

35 

20.2769 

35 

Trujillo  Alto 

52.950 

107 

20.2077 

36 

Hormiqueros 

15.836 

32 

20.2071 

37 

Culebra 

1,531 

3 

19.595 

38 

Arroyo 

19,431 

38 

19.5564 

39 

Bayamón 

215.065 

41  8 

19.436 

40 

Corozal 

29,379 

57 

19.4016 

41 

Isabela 

39,469 

76 

19.2556 

42 

Aquadilla 

55.366 

106 

19.1453 

43jBarranauitas 

20,613 

39 

18.9201 

4 4ÍGurabo 

26,472 

50 

18.8879 

45 

Morovis 

21.360 

40 

18.7266 

46 

Humacao 

50.966 

92 

18.0512 

47 

Dorado 

31 ,216 

56 

17.9395 

48 

Camuy 

28,567 

51 

17.8528 

49 

Lai  Piedras 

24,286 

43 

17.7057 

50 

San  Sebastián 

37,924 

67 

17.9669 

51 

Hatillo 

31  .481 

55 

17.4709 

52 

Quebradillas 

21  .379 

37 

17.3067 

53 

Veqa  Alta 

30,951 

53 

17.1238 

54 

Santa  Isabel 

20.345 

34 

16.71  17 

55 

Naquabo 

20,528 

34 

16.5627 

56 

Barceloneta 

20,220 

33 

16.3205 

57 

Cidra 

30,096 

49 

16.2812 

58 

Loiza 

23,503 

38 

16.1681 

59 

Rio  Grande 

42,816 

69 

16.1155 

60 

Añasco 

24,408 

39 

15.9784 

61 

Carolina 

174,146 

278 

15.9636 

62 

Luquilto 

17,825 

28 

15.7083 

63 

Aquas  Buenas 

22,958 

36 

15.6808 

64 

Moca 

31,614 

49 

15.4995 

65 

Lares 

26.071 

4C 

15.3427 

66 

Toa  Baja 

79,324 

121 

15.2539 

67 

Peñuelas 

19.954 

3C 

15.0346 

66 

Naranjito 

24,246 

36 

14.8476 

69 

Las  Marías 

9,ooe 

1 : 

14.4316 

7C 

Guayanilla 

20,504 

29 

14.1436 

71 

Guánica 

19,822 

26 

14.1257 

72 

San  Lorenzo 

33,644 

46 

13.6726 

7: 

cíales 

16,752 

22 

13.13: 

7 A 

Orocovis 

17,70e 

2: 

12.989S 

7i 

Toa  Alta 

38.784 

46 

12.3762 

7É 

Aquada 

33,631 

3' 

^ 11.0016 

7‘ 

Maunabo 

1 1 ,74: 

1 2 

> 10.218Í 

71 

llMaricao 

7.03Í 

5 

7.103: 

Puerto  Rico  tot 

Á 3,341,26 

6,976 

20.878: 
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El  segundo  municipio  en  incidencia  para  1988  es 
Cataño.  Cataño  era  nuestro  primer  municipio  en  inci- 
dencia para  1987.  Sigue  siendo  un  área  de  no  logro  para 
calidad  de  aire.  El  hecho  de  que  Cataño  muestre  tan  altas 
incidencias  durante  dos  años  consecutivos  es  motivo  d c, 
preocupación  y sugiere  que  vayamos  al  Registro  Central 
de  Cáncer  y examinemos  cadacaso  individualmente  para 
establecer  relaciones  ambientales  más  precisas  que  a las 
que  se  puede  llegar  tomando  en  consideración  cánceres 
de  todo  tipo. 

El  tercer  municipio  en  incidencia  para  1988  es  San 
Juan.  Hemos  señalado  ya  que  San  Juan  posee  el  mayor 
número  de  industrias  de  la  isla,  la  mayor  población 
urbana  (metropolitana)  y el  mayor  volumen  de  tráfico  de 
vehículos  de  motor,  y que  en  términos  de  emisiones  de 
vehículos  de  motor  solamente,  San  Juan  excede  el 
volumen  de  emisiones  de  muchos  sectores  de  la  isla. 

Los  municipios  cuarto,  quinto  y sexto  en  incidencia 
para  1988  representan  una  agrupación  de  municipios 
vecinos:  Sabana  Grande,  Cabo  Rojo  y Lajas.  Por  el 
momento  no  tenemos  causal  ambiental  directo  alguno 
que  nos  explique  esta  alta  incidencia  regional. 

Otros  municipios  de  notoriedad  el  año  anterior,  como 
Barceloneta  y Guayanilla,  nos  caen  en  las  posiciones  56  y 
70  respectivamente,  muy  por  debajo  del  promedio  de 
incidencia  para  toda  la  isla.  Cataño  y San  Juan,  sin 
embargo,  son  los  municipios  más  consistentes  en  alta 
incidencia  para  cánceres  de  todo  tipo. 

Tabla  3 

Cáncer  respiratorio;  1987 

El  municipio  de  mayor  incidencia  en  cáncer  respira- 
torio para  1987  es  Guayanilla,  el  quinto  es  Guánica  y el 
decimotercero  es  Peñuelas,  lo  que  nos  ofrece  una  agrupa- 
ción de  municipios  a los  cuales  sí  les  podemos  atribuir  un 
causal  ambiental  histórico  y conocido.  El  octavo  munici- 
pio es  San  Juan,  con  una  incidencia  de  2.65  casos  por  diez 
mil.  Barceloneta,  aunque  sobre  el  promedio  del  año  — el 
promedio  es  1 .77  casos  por  diez  mil  habitantes — ocupa  la 
posición  18  con  una  incidencia  de  2.08.  Cataño,  sin 
embargo,  ocupa  la  posición  40  con  una  incidencia  de 
1.49;  bastante  por  debajo  del  promedio  insular. 

Tabla  4 

Cáncer  respiratorio;  1988 

Los  primeros  tres  municipios  en  incidencia  de  cáncer 
respiratorio  para  1988  son  Villalba,  Elorida  y Jayuya,  lo 
que  a simple  vista  nos  dice  muy  poco  en  cuanto  a rela- 
ciones ambientales  respecta.  El  cuarto  municipio,  sin 
embargo,  es  Cataño,  lo  que  lo  vuelve  a ubicar  como  un 
municipio  cuya  epidemiología  nos  preocupa  y que 
merece  mejor  estudio.  Guayanilla  ocupa  la  posición  deci- 
motercera. San  Juan  ocupa  la  posición  16,  con  una  inci- 
dencia de  2.38,  lo  que  resulta  ser  bastante  sobre  el  pro- 
medio de  1.81  para  ese  año. 

Tabla  5 

Leucemias;  1987 

Las  epidemiología  de  las  leucemias  en  1987  nos  dice 
muy  poco  desde  el  punto  de  vista  de  causales  ambientales 


conspicuas  y conocidas.  De  los  municipios  notorios  que 
hemos  venido  siguiendo  de  cerca,  sólo  Barceloneta 
(novena  posición)  surge  sobre  el  promedio. 
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Municipio 

población  1987 

casos  1987 

casos/l  0,000 

1 

Guayanilla 

- 20,563 

9 

4.3768 

2 

Fajardo 

34,937 

1 3 

3.721 

3 

San  Sebastián 

35,075 

1 2 

3.4212 

4 

Salinas 

26.41  1 

9 

3.4077 

5 

Guánica 

17,934 

6 

3.3456 

6 

Comerio 

18,013 

5 

2.7758 

7 

Manatí 

40.891 

1 1 

2.6901 

8 

San  Juan 

433,890 

115 

2.6504 

9 

Maunabo 

1 1 .518 

3 

2.6046 

1 0 

Guaynabo 

85,688 

22 

2.5675 

1 1 

Juncos 

27.778 

7 

2.52 

1 2 

Cíales 

16.368 

4 

2.4438 

1 3 

Pefiuelas 

20,504 

5 

2.4385 

1 4 

Naguabo 

20.986 

5 

2.3825 

1 5 

Naraniito 

25,318 

6 

2.3699 

1 6 

Aguadilla 

54,274 

1 2 

2.21 1 

1 7 

Caguas 

127,078 

27 

2.1247 

1 0 

Barceloneta 

19,158 

4 

2.0879 

1 9 

Jayuya 

14,437 

3 

2.078 

20 

Corozal 

28,984 

6 

2.0701 

21 

Cabo  Rolo 

35,083 

7 

1.9953 

22 

Guayama 

40,916 

8 

1.9552 

23 

Luquillo 

15.661 

3 

1.9156 

24 

Aguada 

31 ,615 

6 

1.8978 

25 

San  Lorenzo 

31 ,920 

6 

1.8797 

26 

Bayamón 

212,923 

40 

1 .8786 

27 

Coamo 

32,371 

6 

1.8535 

28 

Lares 

27,744 

5 

1 .8022 

29 

Ronce 

191,857 

34 

1 .7722 

30 

Villalba 

23,606 

4 

1 .6945 

31 

Hatillo 

29.514 

5 

1 .6941 

32 

Aftasco 

23.748 

4 

1 .6844 

33 

Adiuntas 

17,935 

3 

1.6727 

34 

Rincón 

12,043 

2 

1,6607 

35 

Arecibo 

91  .522 

1 5 

1.639 

36 

Yauco 

39,174 

6 

1.5316 

37 

Camuy 

26,152 

4 

1.5295 

36 

Toa  Alta 

32,772 

5 

1 .5257 

39 

Mavaaüez 

99,472 

1 5 

1.508 

40 

Catado 

26.779 

4 

1.4937 

4 1 

Lajas 

20.740 

o 

1 .4465 

42 

Vega  Baja 

48.625 

7 

1 .4396 

43 

Dorado 

28,044 

4 

1.4263 

44 

Carotina 

163,894 

23 

1.4033 

45 

Morovis 

21  ,483 

3 

1.3965 

46 

Cayey 

43.372 

6 

1.3834 

47 

Cidra 

29,128 

4 

1.3732 

48 

Aauas  Buenas 

22,722 

3 

1.3203 

49 

Isabela 

37,91  1 

5 

1.3189 

50 

Las  Piedras 

22,785 

3 

1 J3167 

51 

Florida 

7,608 

1 

1 .t3144 

52 

Hormiqueros 

15,330 

2 

1.3046 

53 

Ceiba 

15,484 

2 

1.2917 

54 

Vieaues 

8,134 

1 

1.2294 

55 

Humacao 

50,860 

6 

1.1797 

56 

Las  Marías 

8,610 

1 

1.1614 

57 

Gurabo 

26,690 

3 

1.124 

58 

San  Germán 

35,766 

4 

1.1184 

59 

Moca 

28,595 

3 

1 .0491 

60 

Yabucoa 

30,608 

3 

.9801 

61 

Juana  Díaz 

42,838 

4 

.9338 

62 

Aibonito 

22,021 

2 

.9082 

63 

Barranquitas 

22,477 

2 

.8898 

64 

Loiza 

24,558 

2 

.8144 

65 

Trujillo  Alto 

54,153 

4 

.7386 

66 

Toa  Baja 

81 .292 

6 

.7381 

67 

Vega  Alta 

27,882 

2 

.7173 

68 

Canóvanas 

31 .588 

2 

.6332 

69 

Patillas 

17.91  8 

1 

.5581 

70 

Arroyo 

18,078 

1 

.5532 

71 

Santa  Isabel 

18,776 

1 

.5326 

72 

Quebradillas 

19,823 

1 

.5045 

73 

Río  Grande 

40,094 

2 

.4988 

74 

Orocovis 

20,239 

1 

.4941 

75 

Sabana  Grande 

21,116 

1 

.4736 

76 

Utuado 

34,285 

1 

.2917 

77 

Culebra 

1,280 

0 

78 

Maricao 

6,453 

0 

Puerto  Rico  tot 

3.293.872 

586 

1.7791 

250 


Máximo  J.Cerame  Vivas,  Ph,  D. 


Vol.  83  Num.  6 


1 

rabia  4 1 II  1 

1 

ncidencia  de  cánceres  del  sistema  respiratorio,  1988,  por  municipio. 

^uente:  1988  Cáncer  en  Puedo  Rico  1 1 

^eqistro  Central  del  Cáncer 

sidro  Martínez,  M.  D.,  Director 

^ r 

t4áximo  J.  Cerame  Vivas,  Ph,  D. 

^ 

MuniciDio  ¡DOblación  1988 

casos  1988 

casos/1 0,000 

1 

1 

^illalba 

20.443 

1 1 

5.3808 

2 

Florida 

8,579 

4 

4.&625 

3 

Jayuya 

14.401 

6 

4.1664 

4 

Cataño 

26.601 

1 0 

3.7593 

5 

Cabo  Rolo 

36,955 

1 1 

2.9766 

6 

Faíardo 

34,563 

1 0 

2.8933 

7 

Adjuntas 

17,842 

5 

2.8024 

8 

Vieaues 

7.194 

2 

2.7801 

9 

Juana  Díaz 

43.513 

1 2 

2.7578 

1 0 

Guayama 

40.047 

1 1 

2.7468 

1 1 

Arrovo 

19.431 

5 

2.5732 

1 2 

Moca 

31,614 

8 

2.5305 

1 3 

Guayanilla 

20.504 

5 

2.4385 

1 4 

Veqa  Baja 

53.469 

1 3 

2.4313 

1 5 

Barranquitas 

20.613 

5 

2.4257 

1 6 

San  Juan 

419,289 

1 00 

2.385 

1 7 

Rincón 

13,130 

3 

2.2848 

1 8 

Gurabo 

26.472 

6 

2.2665 

1 9 

Guaynabo 

88,331 

20 

2.2642 

20 

Humacao 

50.966 

1 1 

2.1583 

21 

San  Sebastián 

37,924 

8 

2.1095 

22 

Arecibo 

90,528 

1 9 

2.0988 

23 

San  Lorenzo 

33.644 

7 

2.0806 

24 

Mayapüez 

106,609 

22 

2.0636 

25 

Ahasco 

24.408 

5 

2.0485 

26 

Corozal 

29.379 

6 

2.0423 

27 

Santa  Isabel 

20,345 

4 

1 .9661 

28 

Canóvanas 

36.127 

7 

1.9376 

29 

Juncos 

26.007 

5 

1.9226 

30 

Toa  Baja 

79,324 

1 5 

1.891 

31 

Morovís 

21,360 

4 

1.8727 

32 

Ouebradillas 

21  .379 

4 

1.871 

33 

Manatí 

38,264 

7 

1 .8294 

34 

Salinas 

27,368 

5 

1.827 

35 

Ciales 

16,753 

3 

1,7907 

36 

Comerio 

17.261 

3 

1.738 

37 

San  Germán 

34,608 

6 

1.7337 

38 

Loiza 

23,503 

4 

1 .7019 

39 

Ceiba 

17,690 

3 

1.6959 

40 

Orocovis 

17,706 

3 

1 .6943 

41 

Cidra 

30,096 

5 

1.6614 

42 

Veaa  Alta 

30,951 

5 

1.6155 

43 

Ponce 

192,156 

31 

1.6133 

44 

Dorado 

31,216 

5 

1.6017 

45 

Yauco 

37,976 

6 

1.5799 

46 

Yabucoa 

31 .803 

5 

1.5722 

47 

Utuado 

32,195 

5 

1.553 

48 

Bayamón 

21  5.065 

33 

1.534A 

49 

PeAuelas 

19.954 

3 

1.5035 

50 

Caauas 

126,977 

1 8 

1.47176 

51 

Sabana  Grande 

21,625 

3 

1.3873 

52 

Carolina 

174,146 

24 

1.3782 

53 

Cayey 

43.545 

6 

1.3779 

54 

Trujillo  Alto 

52,950 

7 

1.322 

55 

Anuas  Buenas 

22,958 

3 

1.3067 

56 

Toa  Alta 

38,784 

5 

1.2892 

57 

Lajas 

23.777 

3 

1 .2617 

58 

Naranjjto 

24.246 

3 

1.2373 

59 

Coamo 

32,332 

4 

1.2372 

60 

Rio  Grande 

42,816 

5 

1 .1670 

61 

Las  Marias 

9,008 

1 

1 .1101 

62 

Aquadilla 

55.366 

6 

1.0837 

63 

Camuy 

28,567 

3 

1.0502 

64 

Isabela 

39,469 

4 

1 .0135 

6S 

Naauabo 

20,528 

2 

.9743 

6C 

Hatillo 

31 .481 

3 

.953 

6‘ 

Aguada 

33.631 

3 

.892 

6( 

Maunabo 

1 1 .743 

1 

.8516 

6' 

Las  Piedras 

24,286 

2 

.8235 

7( 

Patillas 

16,597 

1 

.6025 

7 

Luguillo 

17,825 

1 

.561 

7; 

Guánica 

19,822 

1 

.5045 

7 

Aibonito 

22,529 

1 

.4439 

7 

Lares 

26,071 

1 

.3836 

7 

5 Barceloneta 

20,220 

0 

7 

l Hormigueros 

15,836 

0 

7 

Culebra 

1,531 

0 

7 

Maricao 

7,039 

0 

Puerto  Rico  lo 

1”  3.341.261 

607 

1.816" 

rabia  5 | | 

ncidencia  de  leucemias.  1987,  por  municipin. 

úpente:  1987  Cáncer  en  Puerto  Rico 

Registro  Central  del  Cáncer 

Sidro  Martínez,  M.  D.,  Director 

1 

Máximo  J.  Cerame  Vivas.  Ph.  D. 

Municipio 

óoblación  1987 

:asos  1987 

:asos/1 0,000 

1 

Florida 

7,608 

2 

2.6288 

2 

Patilias 

17.918 

4 

2.2324 

3 

Hatillo 

29,514 

6 

2.0329 

4 

Utuado 

34,285 

£ 

1.75 

5 

Maunabo 

11,518 

2 

1.7364 

6 

Maricao 

6,453 

1 

1.5497 

7 

Luguillo 

15,661 

2 

1.2771 

8 

Juana  Díaz 

42.838 

5 

1.1672 

9 

Barceloneta 

19,158 

2 

1.044 

1 0 

Ouebradillas 

19,823 

2 

1.0089 

1 1 

Naquabo 

20.986 

2 

.953 

1 2 

Aguada 

31.615 

3 

.9489 

1 3 

Cayey 

43.372 

4 

.9223 

1 4 

Aguas  Buenas 

22.722 

2 

.8802 

1 5 

Las  Piedras 

22,785 

2 

,8778 

1 6 

Arecibo 

91,522 

8 

.8741 

1 7 

Ponce 

191,857 

1 6 

.834 

1 8 

Rincón 

12,043 

1 

.8304 

1 9 

Vega  Baja 

48,625 

4 

.8226 

20 

Yauco 

39,174 

3 

.7658 

21 

Río  Grande 

40,094 

3 

.7482 

22 

Trujillo  Alto 

54,153 

4 

.7386 

23 

Lares 

27,744 

2 

.7209 

24 

Juncos 

27,778 

2 

.72 

25 

Corozal 

28,984 

2 

.69 

26 

Cidra 

29,128 

2 

.6866 

27 

Yabucoa 

30,608 

2 

.6534 

28 

Ceiba 

15,484 

1 

.6458 

29 

Ciales 

16.368 

1 

.6109 

30 

Humacao 

50,860 

3 

.5899 

31 

Guaynabo 

85,688 

5 

.5835 

32 

San  Germán 

35,766 

2 

.5592 

33 

Guánica 

17,934 

1 

.5576 

34 

Adjuntas 

17,935 

1 

.5576 

35 

Aquadilla 

54.274 

3 

.5528 

36 

Santa  Isabel 

18,776 

1 

.5326 

37 

Manatí 

40.891 

2 

.4891 

38 

Guayama 

40,916 

2 

.4888 

39 

Carolina 

163.894 

8 

.4881 

40 

PeAuelas 

20.504 

1 

.4877 

41 

Guayanilla 

20,563 

1 

.4863 

42 

Caquas 

127.078 

6 

.4722 

43 

Aibonito 

22.021 

1 

.4541 

44 

AAasco 

23.748 

1 

.4211 

45 

Loiza 

24,558 

1 

.4072 

46 

Naranjito 

25.318 

1 

.395 

47 

San  Juan 

433.890 

1 7 

.3918 

48 

Camuy 

26,152 

1 

.3824 

49 

Salinas 

26.41  1 

1 

.3786 

50 

Gurabo 

26,690 

5 1 

.3747 

51 

CataAo 

26,779 

1 

.3734 

52 

Toa  Baja 

81  .292 

3 

.369 

53 

Dorado 

28,044 

1 

.3566 

54 

Moca 

28,595 

1 

.3497 

55 

Bayamón 

21 2,923 

7 

.3288 

56 

San  Lorenzo 

31  .920 

1 

.3133 

57 

Coamo 

32.371 

1 

.3089 

58 

Toa  Alta 

32.772 

1 

.3051 

59 

Mayagüez 

99.472 

3 

.3016 

60 

San  Sebastián 

35,075 

1 

.2851 

61 

Culebra 

1 .280 

0 

62 

Jayuya 

14.437 

0 

63 

Vieques 

8,134 

0 

64 

Las  Marias 

8,610 

0 

65 

Lajas 

20,740 

0 

66 

Hormigueros 

15.330 

0 

67 

Fajardo 

34,937 

0 

68 

Cabo  Rojo 

35.083 

0 

69 

Morovis 

21 ,483 

0 

70 

Sabana  Grande 

21,116 

0 

71 

Canóvanas 

31,586 

0 

. 

72 

Comerlo 

18,013 

0 

73 

Villalba 

23,606 

0 

74 

Isabela 

37,91 

0 

75 

Barranquitas 

22.477 

0 

76 

Veqa  Alta 

27.882 

0 

77 

Orocovis 

20.23E 

0 

7£ 

Arroyo 

18,076 

0 

Puerto  Rico  total 

3,293,87: 

176 

.5343 

251 


Epidemiología  Ambiental... 


Bol.  Asoc.  Med.  P.  Rico  - Junio  1991 


Tabla  6 

Leucemias;  1988 

La  epidemiología  de  las  leucemias  en  1988  nos  dice 
muy  poco  desde  el  punto  de  vista  de  causales  ambientales 
conspicuas  y conocidas.  De  los  municipios  notorios  que 
hemos  venido  siguiendo  de  cerca,  sólo  Cataño  surge  pro- 
minentemente: en  la  segunda  posición.  Barceloneta  es 
uno  de  los  cuatro  municipios  que  no  registró  caso  alguno 
de  leucemia  en  1988. 


Tabla  6 1 

ncidencia  de  leucemias,  1988,  por  municipio. 

Fuente:  1988  Cáncer  en  Puerto  Rico 

Registro  Central  del  Cáncer 

Isidro  Martínez.  M.  D.,  Director 

Máximo  J.  Cerame  Vivas,  Ph.  D. 

Municipio 

población  1988 

casos  1988 

casos/1 0,000 

1 

Coamo 

32,332 

5 

1 .5465 

2 

Cataño 

26,601 

4 

1.5037 

3 

Naguabo 

20,528 

3 

1 .4614 

4 

Barranquitas 

20,613 

3 

1 .4554 

5 

Ouebradillas 

21  ,379 

3 

1 .4032 

6 

Vieques 

7,194 

1 

1.39 

7 

Las  Piedras 

24,286 

3 

1.2353 

8 

Ceiba 

17,690 

2 

1.1306 

9 

Las  Marias 

9,008 

1 

1 .1 101 

1 0 

Camuv 

28,567 

3 

1 .0502 

1 1 

Arroyo 

19,431 

2 

1.0293 

1 2 

Isabela 

39,469 

4 

1 .0135 

1 3 

Guayama 

40,047 

4 

.9988 

1 4 

Morovis 

21  ,360 

2 

.9363 

1 5 

Aguadilla 

55,366 

5 

.9031 

1 6 

Arecibo 

90,528 

8 

.8837 

1 7 

Caguas 

126,977 

1 1 

.8663 

1 8 

Maunabo 

1 1 ,743 

1 

.8516 

1 9 

Lajas 

23,777 

2 

.841 1 

20 

Ponce 

192,156 

1 6 

.8327 

21 

Canóvanas 

36,127 

3 

.8304 

22 

Yauco 

37,976 

3 

.79 

23 

Juncos 

26,007 

2 

.769 

24 

Lares 

26.071 

2 

.7671 

25 

Rincón 

13,130 

1 

.7616 

26 

Gurabo 

26,472 

2 

.7555 

27 

Cidra 

30,096 

2 

.6645 

28 

Moca 

31,614 

2 

.6326 

29 

Carolina 

174,146 

1 1 

.6317 

30 

Yabucoa 

31  ,803 

2 

.6289 

31 

Utuado 

32,195 

2 

.6212 

32 

Patillas 

16,597 

1 

.6025 

33 

Aguada 

33,631 

2 

.5947 

34 

Humacao 

50,966 

3 

.5886 

35 

Comerlo 

17,261 

1 

.5793 

36 

San  Juan 

419,289 

24 

.5724 

Discusión 

Varios  investigadores  con  perspicaz  visión  han  intuido 
una  relación  entre  la  epidemiología  de  cáncer  y algunos 
factores  ambientales.  Entre  éstos  tenemos  que  destacara! 
Dr.  Jorge  Chiriboga,  al  Dr.  Tomás  Morales  Cardona, 
al  Dr.  Juan  Rigau  y al  Sr.  Pedro  Gelabert.  Para  la  fecha 
de  sus  informes  y publicaciones,  sin  embargo,  no  habían 
surgido  todavía  estadísticas  sobre  cánceres  y municipios 


que  se  prestaran  para  hacer  relaciones  tan  directas  como 
las  que  hemos  informado  hoy.  Sin  embargo,  aunque 
emocionalmente  querramos  pregonar  relaciones  epide- 
miológicas contundentes,  tenemos  que  señalar  que  tan 
importantes  son  los  datos  que  podemos  relacionar  como 
los  que  no  nos  ofrecen  relación  ambiental  inmediata 
alguna.  Si  hacemos  un  análisis  con  todo  el  rigor  estadís- 
tico, surgirían  mas  dudas  que  revelaciones. 

Debemos  con  responsabilidad  advertir  que  los  datos 
que  aquí  se  presentan  son  un  retrato  del  pasado  y no  un 


37 

Guaynabo 

88,331 

5 

.5661 

38 

Vega  Baja 

53,469 

3 

.561 1 

39 

Luquillo 

17,825 

1 

.561 

40 

Manatí 

38,264 

2 

.5227 

41 

Toa  Baja 

79,324 

4 

.5043 

42 

Peñuelas 

19,954 

1 

.5012 

43 

Barceloneta 

20,220 

1 

.4946 

44 

Santa  Isabel 

20,345 

1 

.4915 

45 

Villalba 

20,443 

1 

.4892 

46 

Juana  Díaz 

43,513 

2 

.4596 

47 

Aibonito 

22,529 

1 

.4439 

48 

Aguas  Buenas 

22,958 

1 

.4356 

49 

Loíza 

23,503 

1 

.4255 

50 

Añasco 

24,408 

1 

.4097 

51 

Mayagüez 

106,609 

4 

.3752 

52 

Salinas 

27,368 

1 

.3654 

53 

Bayamón 

215,065 

7 

.3255 

54 

Vega  Alta 

30,951 

1 

.3231 

55 

San  Lorenzo 

33,644 

1 

.2972 

56 

San  Germán 

34,608 

1 

.289 

57 

Cabo  Rojo 

36,955 

1 

.2706 

58 

San  Sebastián 

37,924 

1 

.2637 

59 

Río  Grande 

42,816 

1 

.2336 

60 

Cayey 

43,545 

1 

.2296 

61 

Adjuntas 

17,842 

0 

62 

Cíales 

16,753 

0 

63 

Corozal 

29,379 

0 

64 

Culebra 

1,531 

0 

65 

Dorado 

31,216 

0 

66 

Fajardo 

34,563 

0 

67 

Florida 

8,579 

0 

68 

Guánica 

19,822 

0 

69 

Guayanilla 

20,504 

0 

70 

Hatillo 

31  ,481 

0 

71 

Hormigueros 

15,836 

0 

72 

Jayuya 

14,401 

0 

73 

Maricao 

7,039 

0 

74 

Naranjito 

24,246 

0 

75 

Orocovis 

17,706 

0 

76 

Sabana  Grande 

21 ,625 

0 

77 

Toa  Alta 

38,784 

0 

78 

Trujillo  Alto 

52,950 

0 

Puerto  Rico  total 

3,341 ,261 

1 90 

.5686 

presagio  del  futuro.  Antes  de  que  se  opriman  botones  de 
pánico,  de  alarma  o de  histeria  hay  que  recalcar  que  los 
datos  ofrecidos  están  basados  en  diagnósticos  de  cáncer, 
no  en  muertes  por  cáncer. 

Aunque  el  diagnóstico  pueda  ser  tan  importante  epide- 
miológicamente como  las  fatalidades,  enfatizo  que  los 
tumores  diagnosticados  representan  enfermedades  que 
surgieron  hace  años,  quizás  antes  de  que  se  implemen- 
taran  las  normas  de  protección  ambiental  que  nos 
cobijan  hoy. 
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Habiendo  expresado  esto,  tampoco  podemos  negar 
que  algunas  de  las  emisiones  que  pudieron  provocar 
enfermedades  décadas  atrás  pueden  continuar  sin  corre- 
girse hoy. 

Nuestro  grupo  continúa  examinando  los  datos  y en 
una  próxima  presentación  les  podremos  anunciar  tanto 
nuevas  correlaciones  ambientales  causa-y-efecto  como 
situaciones  donde  no  exista  correlación  causal  alguna. 

Una  de  las  situaciones  donde  la  causa-y-efecto  es  más 
de  índole  volitivo,  cultural  o social  que  de  naturaleza 
ambiental  es  la  que  nos  presenta,  o mejor  no  nos 
presenta,  el  resultado  del  examen  del  cáncer  digestivo. 
Aquí  la  población  afectada  se  pone  a riesgo  más  por 
patrones  de  consumos  voluntarios  — como  el  uso  de 
alcohol  y tabaco,  por  ejemplo — que  por  consumos  invo- 
luntarios como  sería  si  el  causante  viniera  en  el  agua 
potable  que  se  le  sirve  a alguna  población  o en  algún 
alimento  de  diario  consumo. 

Epidemiología  prospectiva 

Con  las  nuevas  exigencias  normativas  que  imponen  las 
agencias  reguladoras  de  informar  emisiones  atmosfé- 
ricas, descargas  líquidas,  generación  de  desperdicios  e 
inventarios  de  sustancias  peligrosas,  el  epidemiólogo  de 
la  próxima  generación  podrá  precisar  con  exactitud 
cuáles  sustancias  están  siendo  vertidas  al  ambiente,  en 
qué  cantidades,  y cuáles  son  las  concentraciones  que 
afectan  la  población  a riesgo.  Hoy  estamos  examinando 
el  pasado  con  datos  incompletos  y con  suposiciones  intui- 
tivas en  cuanto  a causales  ambientales.  Durante  las 
próximas  décadas  podremos  precisar  dosis  históricas  de 
contaminantes  en  el  aire,  en  las  aguas  superficiales,  en  los 
acuiferos  y en  el  terreno.  Con  esos  datos  ambientales  y 
con  un  continuo  Registro  de  Cáncer,  Puerto  Rico  podrá 
sentar  pautas  en  cuanto  a epidemiología  de  cáncer 
respecta. 

Summary:  An  epidemiological  analysis  on  cancer  was 

run  for  the  years  1987  and  1988  and  for  each  municipal 
jurisdiction  in  Puerto  Rico.  Areas  of  pronounced  incidence 
were  examined  on  the  basis  of  possible  environmental 
cause-and-effect  relationships.  The  cancer  data  examined 
were  based  on  first  diagnoses  for  cancer  of  all  types,  respi- 
ratory cancer  and  leukemia. 

The  municipality  of  Cataño  was  salient  in  most  inci- 
dences. Cataño  lies  downwind  from  the  largest  metropo- 
litan urban  center  in  Puerto  Rico  (population  density  9,559 
inhabitants  per  square  mile),  from  the  largest  number  of 
industries  for  the  island,  from  past  and  present  uncontrolled 
non-compliance  air  emissions,  from  the  largest  number  of 
vehicles,  and  is  surrounded  by  wetlands.  Also  salient  were 
other  municipalities  of  historical  or  current  heavy  indus- 
trial emission  activity  with  lenient  or  non-existent  environ- 
mental controls. 
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Aciertos  y Fallas  de  los  Métodos 
Epidemiológicos  para  Estudiar  la 
Etiología  del  Cancer 

Jorge  Chiríboga 


El  año  pasado  por  esta  época  asistí  a la  conferencia 
organizada  en  Bologna,  Italia,  por  el  Colegium 
Ramazzini  sobre  las  tendencias  del  cáncer  en  el  mundo,  y 
donde  se  reunieron  grandes  epidemiólogos  para  discutir 
este  problema;  allí.  Irving  Selikoff  de  New  York,'  hizo  una 
ingenua  pregunta  que  es  muy  pertinente  a lo  que  estamos 
tratando  hoy  día:  “quiero  hacer  solo  un  simple  pregunta, 
es  muy  interesante  saber  como  son  las  tendencias,  las  que 
van  hacia  arriba  y las  que  van  hacia  abajo,  en  relación  con 
el  cáncer,  pero  ¿adonde  nos  llevan  estos  resultados  con 
relación  a la  etiología  y últimamente  a la  prevención  de  la 
enfermedad?...  Es  importantísimo  saber  de  los  cambios, 
pero  la  inmensa  cantidad  de  enfermos  y muertes  por 
cáncer  es  de  una  importancia  terrible,  es  un  peso  para  la 
sociedad  y para  el  individuo,  la  profesión  médica  y la 
ciencia  en  general.  ¿Quiere  alguien  decirme  cómo  el 
estudio  de  las  tendencias  puede  darme  una  guía  de  lo  que 
podemos  hacer  con  las  500,000  personas  que  se  morirán 
de  cáncer  este  año  en  los  Estados  Unidos?” 

En  el  pasado,  con  mucha  generosidad  nos  lo  recuerda 
Máximo  Cerame  Vivas,  hace  ya  muchos  años,  hice  unos 
pininos  tratando  de  investigar  las  probables  causas 
ambientales  y ocupacionales  del  cáncer  en  Puerto  Rico, 
así  como  saber  de  la  potencialidad  mutagénica  de  los 
filtros  que  la  Junta  de  Calidad  Ambiental  recoge  en  sus 
estaciones  que  vigilan  la  calidad  del  aire  que  respiramos?^ 
No  pasamos  de  primera  base,  como  se  dice  en  el  argot 
deportivo.  Ahora  nos  damos  cuenta  que  se  juntaron 
varios  factores,  quizás  las  fallas  de  nuestros  registros  y de 
nuestros  conocimientos  para  enfocar  el  problema,  unidas 
a la  complejidad  inherente  al  estado  de  cosas  que  plantea 
el  cáncer.  Aún  hoy  es  relativamente  poco  lo  que  sabemos 
de  estas  cosas  en  el  mundo. 

Hay  quienes  creen  que  es  solo  descubrir  las  etiologías 
para  que  podamos  reducir  la  exposición  a los  factores  que 
producen  cáncer.  Y esto  es  a medias  cierto.  Sólo  pare- 
cemos conocer  la  etiología  de  un  tercio  de  los  cánceres, 
debido  al  hábito  de  fumar,  y todavía  no  podemos  pasar 
leyes  que  impidan  el  comercio  de  cigarrillos.  Ni  que  decir 
de  substancias  como  el  asbesto,  conocido  asesino  cance- 
rígeno por  decenas  de  años,  antes  de  que  nuestro 
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gobierno  diera  las  leyes  estrictas  para  protegernos. 
Mientras  tanto  la  gente  ha  muerto  y seguirá  muriendo  de 
cáncer  debido  a éstas  fibras,  al  uso  de  cigarrillos,  etc.  por 
muchos  años  más.  De  los  otros  dos  tercios  no  sabemos 
casi  nada.  El  caso  de  la  bencidina,  un  cancerígeno  de  alto 
riesgo  es  digno  de  mencionarse;  cuando  en  los  Estados 
Unidos  se  pasaron  leyes  estrictas  para  su  manufactura, 
las  fábricas  emigraron  altercer  mundo.Ya  no  mueren  más 
americanos  por  este  xenobiótico,  hoy  son  indios,  chinos, 
rumanos,  brasileros  los  que  pagan  su  tributo.^ 

Para  globalizar  el  problema  nada  mejor  que  citar 
“verbatim”  unas  palabras  de  Maltoni  y colaboradores.'* 
“El  cáncer  es  el  más  serio  problema  de  salud  de  nuestro 
tiempo;  en  los  países  industrializados  es  la  causa  del  30% 
de  toda  la  mortalidad...  El  cáncer  es  en  gran  medida 
debido  a factores  ambientales  y es  un  índice  patológico  de 
la  relación  alterada  entre  el  hombre  y modelos  socio- 
económicos-industriales  de  desarrollo,  con  alteraciones 
en  los  ambientes  naturales  y en  los  estilos  de  vida.” 
Cuando  se  habla  de  factores  ambientales  se  incluye  el 
ambiente  de  trabajo  de  hombres,  mujeres  y todavía  de 
muchos  niños.  En  los  países  del  tercer  mundo,  muchas 
veces  no  hay  oportunidad  de  alcanzar  una  edad  como 
para  morirse  de  cáncer  y los  factores  que  existen  parecen 
ser  en  parte  diferentes. 

El  cáncer,  como  todos  saben,  es  una  enfermedad  de  alta 
incidencia  en  muchos  países  del  mundo.  En  general  se 
puede  decir,  que  cuanto  más  adulta  o envejeciente  es  la 
población,  mayor  será  el  número  de  casos.  La  etiología  de 
la  enfermedad  no  es  fácil  de  precisar  y son  muchos  los 
factores  que  al  parecer  intervienen  en  ella.  Entre  estos 
están  los  genéticos,alimentación, ambiente, incluyendo  el 
ocupacional  y algunas  normas  de  vida  que  aumentan  el 
riesgo  de  enfermar.  La  complejidad  aumenta  si  recor- 
damos que  el  desarrollo  de  la  enfermedad  no  es  lineal  ni 
homogéneo  y que  es  tan  sinuoso  como  la  vida  misma  de 
las  personas,  variando  en  el  tiempo  y en  el  espacio.  En  la 
misma  forma  varían  las  cantidades  de  noxas  xenobió- 
ticas,  a quienes  se  les  atribuye  ser  causantes  del  cáncer. 

¿En  qué  se  basa  la  idea  de  que  los  ambientes  generales  y 
ocupacionales  tienen  mucho  que  ver  con  el  desarrollo  del 
cáncer?  Primero  por  simples  observaciones,  pero  sobre 
todo  de  estudios  de  casos  clínicos  en  cohortes  de  grupos 
de  población  específicos.  Por  ejemplo:  desde  hace 
muchos  años  se  sabe  de  la  mayor  cantidad  de  cánceres  de 
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la  piel  de  los  deshollinadores  que  limpian  las  chimeneas 
en  Inglaterra;  el  incremento  substancial  de  cánceres  de  la 
vejiga  de  los  que  producen  benzidina,  la  mortalidad 
elevada  de  cáncer  del  pulmón  y del  mesotelioma  de 
pleura,  de  los  marinos  mercantes,  en  contacto  con 
asbesto,  también  los  trabajadores  de  imprenta,  el  incre- 
mento de  leucemias  en  los  afectados  por  radiaciones  y los 
que  tienen  contacto  con  vapores  de  benceno.  Hemos 
observado,  en  estudios  muy  preliminares  un  aumento  del 
cáncer  en  los  fumigadores  de  pesticidas  en  Puerto  Rico^  y 
se  pueden  dar  muchos  ejemplos  más.  Un  descubrimiento 
de  hace  poco,  muestra  casi  fehacientemente  la  impor- 
tancia del  ambiente  en  el  desarrollo  del  cáncer;  los  hijos 
adoptados  por  padres  que  mueren  de  cáncer,  tiene  cinco 
veces  más  probabilidades  de  contraer  la  enfermedad.® 

La  otra  forma  de  indagar  el  problema  es  haciendo  estu- 
dios epidemiológicos  de  Registro.  La  mayoría  de  los 
países  cuentan  con  registros  de  cáncer,  de  poblaciones,  de 
defunciones,  de  ocupación,  etc.  Es  una  forma  indirecta  de 
encontrar  las  pistas  que  nos  permitan  hacer  estudios  más 
detallados  sobre  la  etiología;  sin  embargo  tienen  tantas 
posibilidades  de  error  que  hay  que  hacerlos  y juzgarlos 
con  mucho  cuidado.  Pero  sus  aproximaciones  pueden 
servir  para  planear  intervenciones  de  Salud  Pública  y 
métodos  de  tratamiento.  En  contadas  excepciones  se 
pueden  determinar  etiologías  de  los  cánceres  con  este 
método  que  sirvan  para  hacer  un  trabajo  de  prevención. 
Se  necesita  juntar  más  de  un  método. 

Los  patrones  geográficos  de  datos  standarizados  sobre 
la  incidencia  de  cáncer,  como  los  colectados  regular- 
mente por  la  Organización  Mundial  de  la  Salud  y repor- 
tados cada  cierto  número  de  años’  ayudan  a entender  la 
dimensión  del  problema,  y también  a corregir  las  tasas 
para  los  cánceres  menos  frecuentes,  dada  la  cantidad  de 
población  involucrada.  Los  registros  son  difíciles  de  stan- 
darizar  a nivel  internacional,  ya  que  no  pueden  librarse 
de  la  variabilidad  en  la  forma  de  conseguir  los  datos 
médicos  influidos  por  las  diferentes  culturas  y diferentes 
niveles  de  los  servicios  de  Salud;  algunos  se  basan  más  en 
certificados  de  defunción,  otros,  la  mayoría,  en  inci- 
dencia de  la  enfermedad.  En  oportunidades  los  países 
cambian  en  un  momento  dado  un  grupo  de  tumores  de 
sitio,  en  el  registro,  introduciendo  variantes  al  código 
establecido.  Pero  quizás  lo  que  hace  cuestionables  las 
correlaciones,  es  la  forma  de  comparar  los  denomina- 
dores, para  poblaciones  que  tienen  diferentes  porcientos 
de  distribución  de  los  grupos  etarios,  en  el  tiempo,  por 
ejemplo,  un  país  subdesarrolladq  con  una  vida  media  de 
50  años  y otro  con  80.  A las  dificultades  inherentes  de  un 
trabajo  epidemiológico,  se  les  suman  las  que  plantean  las 
inexactitudes  de  los  registros  y asi  vemos  a los  epidemió- 
logos, sobre  todo  a aquellos  con  grandes  destrezas  mate- 
máticas, usar  cada  vez  modelos  y procedimientos  más 
complicados  para  tratar  los  problemas  de  tendencias  o de 
cálculo  de  riesgos,  en  un  problema  como  el  cáncer,  que  no 
es  homegéneo  ni  lineal.  En  el  caso  de  las  tendencias 
cuando  se  juntan  datos  de  muchos  países,  hoy  se  están 
usando  programas  computacionales  para  suavizar  las 
curvas.  Algo  ayudan,  pero  los  mismos  que  las  usan  men- 
cionan que  hay  que  buscar  mejores  y más  sofisticados 
métodos  matemáticos  para  enfocar  problemas  especí- 
ficos.* 


También  se  dan  algunas  veces  casos  de  error  debido  al 
tratamiento  matemático  que  se  usa.*  En  comparaciones 
entre  dos  grupos  de  población,  uno  tiene  que  tener  en 
cuenta  la  no  linearidad,  cohortes  con  riesgos  excepcio- 
nales y las  diferencias  de  sexo  y edad.  Como  las  muertes 
por  cáncer  son  eventos  de  rara  ocurrencia,  regresiones  de 
Poisson  serán  las  mandatorias  a usar,  sin  embargo  un 
modelo  de  Poisson  está  basado  en  presunciones  estrictas, 
que  los  eventos  no  son  correlacionados  y que  la  pobla- 
ción es  homogénea  con  respecto  al  riesgo.  Esto  quiere 
decir  que  la  estructura  poblacional  debe  cumplir  el  cri- 
terio condicional  sobre  las  variables  independientes.  Esto 
en  la  práctica  casi  nunca  es  cierto.  Mientras  la  edad  puede 
ser  entrada  en  un  modelo  de  regresión,  la  variabilidad 
genétioa  y las  variaciones  de  exposición  a los  carcinó- 
genos, frecuentemente  no  se  pueden  entrar,  por  el 
problema  de  exceso  de  dispersión,  ya  que  la  variación 
observada  al  promedio  es  más  grande  que  el  de  una 
población  homogénea  y entonces  podemos  hacer  apre- 
ciaciones erradas  de  algunos  parámetros.  Por  supuesto 
que  hay  métodos  para  corregir  los  resultados  tratando  de 
no  forzar  los  datos  en  una  estructura  de  covariancia 
clásica  tipo  Poisson. 

Algunos  índices  de  los  Registros  Internacionales  nos 
ayudan  a juzgar  los  parámetros  ambientales  y ocupacio- 
nales.  Las  naciones  industrializadas,  donde  están  en 
juego  muchos  más  supuestos  cancerígenos  tiene  propor- 
cionalmente incidencias  mayores  de  cáncer.  En  1980 
cerca  de  la  mitad  de  todos  los  casos  de  cáncer  del  mundo 
ocurrieron  en  este  1/5  de  la  población  mundial.  Las 
zonas  urbanas  llenas  de  contaminantes  tienen  tasas  más 
altas  que  las  zonas  rurales.’  Aprendemos  de  las  tenden- 
cias de  algunos  cánceres  que  podemos  llamar  ambien- 
tales como  el  de  estómago,’  y otros,  pulmón,'®  y otros, 
melanoma"  y algunas  formas  de  leucemia.'’  Este 
síndrome  que  al  parecer  es  un  saco,  donde  ponemos 
muchas  enfermedades  diferentes,  puede  tener  múltiples 
causas,  la  mayoría  ambientales,  hasta  el  trabajo  en 
granjas  avícolas  se  ha  mencionado  como  un  factor  en  su 
producción.'’  Comparaciones  de  las  tendencias  de 
mortalidad  por  cáncer,  en  países  industriales,  pueden  ser 
últiles  para  determinar  si  hay  riesgos  comunes.  Si  las  ten- 
dencias divergen,  pueden  indicar  factores  diferentes. 
Estudiar  las  tendencias  de  un  cáncer  determinado  y 
encontrar  diferencias  entre  los  sexos,  puede  significar  que 
estamos  en  presencia  de  factores  ocupacionales.'’  La 
importancia  de  reducir  factores  de  riesgo  ambientales  y 
comprobar  su  efectividad,  como  en  el  caso  de  fumar  y la 
disminución  de  cáncer  del  pulmón  confirmaría  las  hipó- 
tesis.'® Lo  mismo  se  puede  decir  de  la  disminución  de  la 
incidencia  de  asbestosis  y de  cáncer  de  pulmón  en  algunas 
cohortes  que  han  disminuido  su  contacto  con  asbesto.'® 

En  el  caso  específico  de  casos  de  cáncer  ocupacional, 
producido  por  algún  contaminante  de  reconocida  acción 
cancerígena,  en  el  lugar  del  trabajo,  parecería  que  es  más 
fácil  encontrar  la  relación  de  causa  y efecto,  dadas  las 
dosis  elevadas  y la  persistencia  de  los  xenobióticos  en  el 
ambiente,  sin  embargo  no  es  así  por  varias  razones:  la 
latencia,  a veces  de  30  años  o más,  los  métodos  de  protec- 
ción que  se  van  aplicando  en  las  diferentes  industrias, 
conforme  aparecen  las  regulaciones,  los  cambios  de  estilo 
de  vida  y la  mobilidad  de  las  personas,  hacen  la  mayoría 
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de  las  veces  complicados  los  análisis.  De  todas  maneras, 
es  un  poco  más  fácil  que  relacionar  ambientes  generales, 
en  que  los  contaminantes  están  en  el  aire,  en  el  agua  o en 
los  alimentos.  Por  otro  lado  el  ser  humano  está  sujeto  a 
múltiples  factores  toda  su  vida,  algunos  sinergísticos  en  la 
producción  del  cáncer  que  van  cambiando  con  el  tiempo 
y que  confunden  los  hechos. 

El  determinar  si  una  substancia  es  cancerígena  o no  se 
basa  la  mayoría  de  la  veces  en  pruebas  de  laboratorio  o en 
estudios  con  animales,  pero  estos  resultados  no  pueden 
ser  extrapolados  directamente  al  hombre.  Un  caso  relati- 
vamente bien  estudiado  es  la  producción  de  cáncer  de 
riñón  en  animales  con  productos  derivados  de  la  gasolina 
reportado  por  varios  científicos,'’  sin  embargo  un 
estudio  detenido,  en  seres  humanos,  no  pudo  demostrar 
el  aumento  de  tumores  cancerosos,  en  estos,  cuando 
fueron  puestos  en  contacto  con  los  mismos  pro- 
ductos.'*. 

Uno  de  los  intentos  más  sofisticados  y pioneros  de  usar 
Epidemiología  de  Registros  para  determinar  riesgos 
ocupacionales  en  la  producción  de  cáncer  se  ha  hecho  en 
Suecia  por  el  grupo  de  Hans  Malker,  aunque  los  ingleses 
hayan  sido  los  primeros  que  iniciaron  hace  más  de  100 
años  registros  para  identificar  grupos  de  riesgo  en  los 
ambientes  de  trabajo.’"  La  metodología  usada  por 
Malker  esta  muy  bien  explicada  en  trabajos  publi- 
cados.’', ” Suecia  tiene  registros  de  población  desde 
1749,  y un  Número  de  Registro  único  para  cada  persona, 
introducido  en  los  finales  de  1940,  haciendo  posible  una 
intercomunicación  de  todos  los  registros  del  país.  El 
Registro  Nacional  de  Cáncer,  con  informes  obligatorios 
por  ley,  tiene  95%  de  los  casos  verificados  histológica- 
mente, con  registros  como  el  de  Causas  de  Muerte  y 
otros.  Para  los  suecos  la  epidemiología  de  registro  está 
basada  en  datos  que  se  toman  de  los  registros  interconec- 
tados, como  el  Registro  de  Cáncer  Ambiental,  que  no  es 
sino  el  encadenamiento  de  datos  entre  el  Registro  de 
Cáncer,  y los  datos  ocupacionales  sacados  del  Censo, 
también  unidos  a los  datos  del  Registro  de  Causas  de 
Muerte,  todo  hecho  posible  por  el  Número  de  Registro 
único  de  cada  individuo  e integrado  por  computadoras. 
El  grupo  sueco,  en  sus  estudios  de  tendencia  de  algunos 
cánceres  ocupacionales,  usa  unas  tasas  de  incidencia 
estandarizadas,  para  determinarlos  riesgos  relativos  de  la 
ocupación,  durante  un  período  de  tiempo.  Los  trabajos 
presentados  recientemente,  muestran  las  tasas  standari- 
zadas  de  incidencia  para  mesoteliomasde  pleura,  conclu- 
yendo que  los  plomeros  y los  “pipefitters”  tienen  un  alto 
incremento  de  estos  durante  los  años  estudiados  (1961- 
84)  no  así  los  mecánicos,  electricistas,  pintores,  cuyas 
tasas  permanecen  estables  en  este  período.”  Usando 
estas  mismas  técnicas  se  ha  observado  que  los  trabaja- 
dores de  imprenta,  sobre  todo  tipógrafos  y litógrafos 
tienen  un  e ceso  de  estos  cánceres,”  confirmando  datos 
epidemiológicos  de  New  York.  El  riesgo  de  carcinoma 
nasofaríngeo  en  Suecia,  ligado  ocupacionalmente  a los 
que  trabajan  en  madera,  se  mantiene  alto  en  los  que 
hacen  gabinetes,  a pesar  de  todas  las  medidas  de  protec- 
ción desde  los  años  60,  indicando  que  la  latencia  para  este 
tipo  de  cáncer  es  muy  larga.”  En  cambio  el  carcinoma  de 
células  escamosas  de  la  piel,  en  médicos  sujetos  a dosis 
bajas  de  radiaciones,  que  tuvo  en  el  pasado  un  incre- 


mento de  5 veces  en  relación  con  la  población  general,  ha 
disminuido  su  tasa.  El  hechode  que  estos  médicos  reciban 
dosis  de  radiación  mucho  menores  que  los  de  antaño, 
explicaría  el  fenómeno.”  Son  muchos  los  tipos  de  cáncer 
que  han  sido  estudiados  en  esta  forma,  y correlacionados 
con  la  ocupación  en  Suecia  y que  hoy  están  siendo  escu- 
driñados muy  cuidadosamente.  En  otros  países  se  está 
comenzando  a hacer  lo  mismo. 

Según  se  desprende  de  los  trabajos  de  Malker  y colabo- 
radores, todos  los  registros  tienen  fallas  de  varios  tipos; 
pero  cuando  los  datos  obtenidos  por  la  Epidemiología  de 
Registros  coinciden  con  los  datos  obtenidos  por  métodos 
epidemiológicos  convencionales,  se  puede  tener  casi  la 
certeza,  de  que  hay  una  ruta  a explorar  con  más  deteni- 
miento. 

En  este  pequeño  resumen  hemos  querido  dar 
información  muy  somera  sobre  las  dificultades,  los 
aciertos  y las  fallas  de  los  diferentes  métodos  de  estudio, 
en  relación  al  cáncer,  sobre  todo  tomando  en  considera- 
ción parámetros  ambientales  y ocupacionales. 

Ahora  unas  pocas  palabras  sobre  el  problema  en 
Puerto  Rico,  tan  bien  tratado  por  los  que  me  han  prece- 
dido en  el  uso  de  la  palabra.  Estamos  orgullosos  de 
nuestro  Registro  de  Cáncer  que  comenzó  allá  por  1950  y 
nos  ha  servido  bien  para  sopesar  el  problema  del  cáncer 
entre  nosotros,  tomar  decisiones  en  el  Area  de  Salud 
Pública  y dirigir  nuestros  esfuerzos  terapeúticos;  sin 
embargo  no  hemos  podido  incidir  en  los  parámetros 
ambientales  y ocupacionales,  de  por  sí  complejos  y 
llenos  de  limitaciones.  Quizás  no  estaría  de  más 
mencionar  estas  limitaciones:  Primero,  los  números  son 
escasos,  sobre  todo  el  número  de  casos  de  cáncer  de  baja 
frecuencia,  que  hay  que  dividirlos  en  muchos  lugares  geo- 
gráficos. Segundo,  el  registro  no  tiene  en  sus  formatos  la 
ocupación  de  sus  usuarios  en  una  forma  útil.  Tercero, 
cánceres  específicos  por  municipios  sólo  ahora  se  están 
informando.  Cuarto,  mucha  gente  vive  en  un  pueblo  casi 
toda  la  vida,  pero  trabaja  muy  lejos  de  él  cinco  días  a la 
semana, empleando  muchas  vecesdos  o tres  horas  en  ca- 
rreteras contaminadas.  Quinto,  mucha  gente  reside  en  el 
continente  por  muchos  años  y regresa  a Puerto  Rico  en 
los  últimos  de  su  vida.  Y podrían  haber  más  limitaciones, 
que  ahora  se  me  escapan. 

El  esfuerzo  que  hace  el  Hospital  Oncológico,  la 
Asociación  Médica,  todas  las  organizaciones  que  parti- 
cipan y la  Escuela  de  Medicina  de  Ponce,  para  reunir 
gente  tan  distinguida,  creo  que  es  el  inicio  de  un  futuro 
prometedor  en  lo  que  se  refiere  a conocer  más  la  etiología 
del  Cáncer  en  Puerto  Rico  y poder  prevenir  en  nuestro 
pueblo  este  flagelo,  sobre  todo  el  producido  por  factores 
ambientales  y ocupacionales  y así  poder  contestar  la 
pregunta  de  Irving  Selikoff. 
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Hatillo  Utuado 

Lares  Vega  Baja 

Barceloneta  Vega  Alta 

Florida 

OFICINA  DE  SERVICIO 
CAROLINA  • 257-8150 

Carolina  Rio  Grande 

Trujillo  Alto  LuquUlo 

Lolza  Fajardo 
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UNIDAD  DE  CAGUAS 
743-4040 
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Albonlto  Curabo 

Cayey  Juncos 

Cidra  San  Lorenzo 

UNIDAD  DE  PONCE 
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Juana  Diaz  Yauco 

Ponce  Peñuelaa 
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Rio  Piedras  Miramar 

Hato  Rey  Santurce 

San  Juan  (casco) 

UNIDAD  DE  BAYAMON 
740-6900 
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Corozal  Toa  Alta 
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Comerlo 

OFICINA  DE  SERVICIO 
HUMACAO  • 850-2575 

Ceiba  Maunabo 

Culebra  Naguabo 

Humacao  Yabucoa 

Las  Piedras  Vieques 

La  Sociedad  Americana 
del  Cáncer  es  una  Organl- 
zac0n  Nacional  de  Volunta- 
rlos dedicada  a eliminar  un 
problema  de  salud  de  gran 
magnitud;  EL  CANCER. 

A iravés  de  la  ínvesil- 
gacíón  cienUflca  y la  educa- 
ción • preuenllua.  logramos 
soluor  oídos,  ofreciendo  servi- 
cios que  disminuyen  el  su- 
frimiento al  paciente  de 
cáncer. 

UNIDAD  DEL  OESTE 
833-3320 

Aguada  Sabana  Grande 

AAasco  San  Germdn 

Cabo  Rojo  San  Sebastián 

Hormigueros  Mayaguez 

Lajas  Rincón 

Las  Marías  AguadlUa 

Maricao  Isabela 

Moca 

OFICINA  DE  SERVICIO 
GUAYAMA  « 864-2243, 

Arroyo  Patillas 

Salinas  Santa  Isabel 

Guayama 

DIVISION  PUERTORRIQUEÑA 
SOCIEDAD  AMERICANA  DEL  CANCER 

(AMERICAN  CANCER  SOCIETY  PUERTO  RICO  DIVISION.  INC.) 
QPO  BOX  60044a»38.  SAN  JUAN.  P.R  00S36-S004 
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ESTUDIOS  ESPECIALES 


Experiencia  en  ei  Registro  de  Cáncer 
en  Puerto  Rico* 

Isidro  Martínez,  MD,  MPH,  FACE,  Raquel  Torres  Llauger,  MSPH 


El  registro  de  cáncer  de  Puerto  Rico  es  el  cuarto  en 
edad  en  el  mundo  y el  primogénito  de  los  países  de 
habla  latina. 

Para  los  años  de  la  década  del  1940-49,  la  división  de 
estadísticas  vitales  estuvo  observando  que  la  mortalidad 
por  cáncer  iba  aumentando  a medida  que  el  control  de  las 
enfermedades  infecciosas  y la  nutrición  iban  mejorando. 

Para  el  año  1935,  el  cáncer  en  Puerto  Rico  era  la 
novena  causa  de  muerte,  la  tuberculosis  pulmonar,  las 
diarreas  y las  pulmonías  eran  las  principales  causas  de 
muerte.  El  paludismo  ya  casi  se  había  controlado  y el 
cáncer  ocupaba  el  noveno  lugar.  En  el  1940  la  tubercu- 
losis pulmonar  bajó  al  segundo  lugar  y las  diarreas 
ocuparon  el  primero,  el  cáncer  seguía  en  noveno  lugar  y 
las  enfermedades  del  corazón  ocupaban  el  cuarto  lugar. 
£/í’í7«cer  subió  al  sexto  lugaren  1945.  En  1950,  lascardio- 
patías  ascendieron  al  tercer  lugar  y el  cáncer quinto.  En 
1955  el  cáncer  ocupó  el  tercer  lugar  y las  cardiopatías  el 
primero.  Desde  el  1957  hasta  la  fecha  el  cáncer  ha  sido  la 
segunda  causa  de  muerte  y la  cardiopatía  la  primera. 

Cuando  la  mortalidad  por  cáncer  estaba  ya  en  quinto 
lugar  y después  de  la  experiencia  en  Connecticut,  New 
York,  Pittsburg  y Dinamarca,  el  Secretario  de  Salud 
consiguió  los  recursos  para  hacer  una  encuesta  hospita- 
laria en  Puerto  Rico  con  dos  propósitos; 

1.  Comparar  la  mortalidad  por  cáncer  con  la  morbi- 
lidad en  los  hospitales  generales  de  Puerto  Rico 
2.  Estimar  la  calidad  de  los  expedientes  médicos  de  los 
pacientes  de  cáncer. 

Los  hallazgos  de  morbilidad  de  esa  encuesta  confirma- 
ron la  mortalidad  por  cáncer  y se  comprobó  que  los  expe- 
dientes de  los  pacientes  con  cáncer  tenían  la  calidad 
básica  necesaria  para  iniciar  un  registro  permanente  de 
cáncer.  La  encuesta  terminó  a finales  de  1949. 

La  primera  década  1950-60  transcurrió  en  planifica- 
ciones, búsqueda  de  recursos  humanos,  físicos  y mate- 
riales. Se  envió  a Estados  Unidos  una  persona  a aprender 
el  funcionamiento  de  los  registros  de  Connecticut  y New 


* Presentado  en  ¡a  Reanión  Anual  de  ¡a  Asociación  Internacional  de 
Registros  de  Cáncer.  Martinica.  Mayo  23.  1990 


York,  se  nombró  un  cirujano  como  director  y cuatro 
administradores  de  récords  médicos. 

La  información  de  cáncer  que  se  recogió  era  irregular, 
errática,  duplicada,  etc.  Y no  había  revisión  sistemática. 
Sin  embargo,  pudieron  recopilar  23,000  casos  de  cáncer, 
mas  primarios  aceptables  (excluyendo  los  carcinomas 
básales  y epidermoides  de  la  piel).  Fig.  1 

En  la  segunda  década  ( 1 960-69)  se  consiguió  un  epide- 
miólogo adiestrado  quien  reclutó  una  bioestadístico  y se 
comenzaron  a escribir  los  manuales  de  procedimientos,  a 
editar  la  información  recogida  en  los  primeros  diez  (10) 
años  (con  una  sorteadora  y una  calculadora  mecánica  se 
organizó  el  material  para  la  primera  publicación  “Cáncer 
en  Puerto  Rico”  1950-1964).  Se  organizaron  todas  las 
fases  del  registro,  siguiendo  los  objetivos  entonces  reco- 
mendados, y al  final  de  esta  segunda  década  el  Departa- 
mento de  Salud  Federal  nos  invitóa  participaren  la  III 
Encuesta  Nacional  de  losEstadosUnidos,  y casi  simultá- 
neamente comienza  nuestra  participación  con  la  Asocia- 
ción Internacional  de  Registros  de  Cáncer  (lARC). 
Se  comenzó  a usarequipo  electro-mecánico  básico  que 
permitió  que  continuaran  las  publicaciones  anuales  de 
cáncer  en  Puerto  Rico  y se  hicieron  y publicaron  dos 
estudios  epidemiológicos,  que  han  sido  repetidos  varias 
veces  en  otras  partes  del  mundo  con  los  mismos  resul- 
tados. Se  estimuló  localmente  la  creación  de  registros  de 
tumores  en  hospitales.  Para  1969  ya  teníamos  registrados 
58,000  casos  de  cáncer,  29,000  en  cada  sexo. 

En  la  tercera  década  (1970-79)  se  comenzó  a usar  el 
primer  computador  del  Departamento  de  Salud,  donde 
se  desarrolló  el  primer  sistema  de  programas  para  el 
registro  según  las  necesidades.  En  el  1970  el  primer 
informe  anual  salió  de  ese  computador.  En  el  1973  fuimos 
invitados  a participar  con  otros  diez  registros  de  cáncer 
del  Instituto  Nacional  de  Cáncer  (INC)  de  los  Estados 
Unidos  (SEER),  con  el  cual  mantuvimos  asociación  hasta 
1989  inclusive.  Esta  asociación  obviamente  nos  facilitó 
mejorar  la  vigilancia,  la  búsqueda  de  casos  nuevos,  la 
recopilación,  la  edición  y la  codificación  de  los  abstractos 
clínicos  (edición  final  mecanizada  de  todos  los  récords). 
El  control  de  los  pacientes  era  semi-activo,  ya  que  los 
hospitales  perdían  un  50%  de  ellos  después  del  primer 
año;  el  registro  central  lo  mejoraba  mediante  la  obten- 
ción de  copias  de  los  certificados  de  defunción,  pero 
siempre  nos  quedábamos  con  un  40%  de  casos  perdidos. 
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Municipio  de  Puerto  Rico; 


Departamento  de  Salud  - Registro  Central  de  Cáncer; 
Número  de  Casos  de  Cáncer 


YEAR 

MALE 

FEMALE 

SUBTOTAL 

NON-RES 

TOTAL 

1950 

898 

1,138 

2.036 

20 

2,056 

1951 

899 

1,083 

1,982 

13 

1,995 

1952 

1,070 

1,197 

2.267 

18 

2,285 

1953 

1,090 

1,158 

2,248 

15 

2,263 

1954 

1.057 

1,112 

2,169 

17 

2,186 

1955 

1.110 

1,102 

2,212 

25 

2,237 

1956 

1.289 

1,187 

2,476 

13 

2,489 

1957 

1,315 

1,289 

2.604 

21 

2,625 

1958 

1,362 

1,224 

2,586 

25 

2,61 1 

1959 

1,451  11,541 

1,348  11,838 

2,799  23,379 

12 

179 

2,811  23,558 

1960 

1,629 

1,471 

3,100 

33 

3.133 

1961 

1,618 

1,611 

3,229 

33 

3,262 

1962 

1,633 

1,528 

3,161 

29 

3,190 

1963 

1,589 

1,570 

3,159 

25 

3,184 

1964 

1.674 

1,601 

3,275 

38 

3,313 

1965 

1,721 

1,709 

3,430 

5 

3,435 

1966 

1 ,803 

1,739 

3.542 

3 

3,545 

1967 

1,946 

1,910 

3,856 

3 

3,859 

1968 

1,955 

1,902 

3,857 

8 

3,865 

1969 

2.073  29,182 

1,970  28,849 

4,043  58,031 

13 

369 

4,056  58,400 

1970 

2,080 

2,134 

4.214 

42 

4,256 

1971 

2,221 

2,203 

4.424 

47 

4,471 

1972 

2.208 

2,290 

4.498 

53 

4,551 

1973 

2.337 

2,415 

4.752 

63 

4,815 

1974 

2.504 

2,482 

4,986 

72 

5,058 

1975 

2.582 

2,421 

5.003 

75 

5,078 

1976 

2,609 

2,675 

5.284 

75 

5,357 

1977 

2,704 

2,674 

5.278 

63 

5,441 

1978 

2,866 

2,728 

5,594 

73 

5,667 

1979 

2,860  54,153 

2,795  53,666 

5,655  107,819 

81 

1,011 

5,736  108,830 

1980 

3,083 

2,883 

5,966 

97 

6,063 

1981 

3,198 

2,927 

6,125 

93 

6,218 

1982 

3,231 

3,064 

6,295 

65 

6,360 

1983 

3,364 

3,085 

6,449 

84 

6,533 

1984 

3.445 

3,236 

6,681 

80 

6,761 

1985 

3,590 

3.386 

6,976 

35 

7,01 1 

1986 

3,694 

3.441 

7,135 

11 

7,146 

1987 

3,664 

3,339 

7,003 

7 

7.010 

1988 

3,803 

3,544 

7,347 

13 

7,360 

TOTAL  85.225  82,571  167.7%  1.4%  169,292 


Se  hicieron  varios  estudios  clínicos  y epidemiológicos  y se 
aumentaron  de  seis  a once  los  registros  de  cáncer  de 
hospitales.  Se  mejoraron  los  hospitales  oncológicos, 
comenzaron  a ejercer  oncólogos  médicos,  aumentó  el 
número  de  radio-terapeutas  y de  cirujanos  con  adiestra- 
mientos en  oncología.  Se  intensificó  un  programa 
público  de  educación  en  cáncer  para  mejor  utilización  de 
los  recursos  existentes.  En  el  1979  el  archivo  de  nuestro 
computador  ya  tenía  108,000  casos,  54,000  en  hombres  y 
54,000  en  mujeres,  la  mitad  de  ellos  más  completos  y de 
mejor  calidad. 

En  la  cuarta  década  (1980-89)  fue  que  INC  nos  proveyó 
una  mini  computadora  para  uso  exclusivo  del  registro,  ya 
que  el  Departamento  de  Salud  tenía  mucha  demanda  y su 
capacidad  era  limitada,  el  Registro  de  Cáncer  ya  no  tenía 
la  prioridad  del  principio. 

Se  reorganizaron  todas  las  funciones  del  Registro  con 
más  precisión,  se  reclutó  personal  mejor  adiestrado  pero 
más  costoso  para  el  nivel  de  supervisor  de  cada  fase 


operacional  y se  intensificó  el  adiestramiento  dentro  del 
servicio.  Todo  esto  mejoró  sensiblemente  la  calidad  de 
los  abstractos,  y la  llegada  al  Registro  con  más  prontitud. 
La  computadora  permitió  hacer  pareos  de  los  casos  de 
cáncer  “vivos”  perdidos  con  los  archivos  de  otras  agen- 
cias de  la  comunidad,  mejorando  la  calidad  de  la  infor- 
mación sobre  los  domicilios  y aumentó  el  número  de 
pacientes  bajo  control  de  los  últimos  quince  (15)  años. 

Se  participó  en  la  preparación  de  dos  tesis  doctorales, 
se  llevaron  a cabo  cuatro  estudios  epidemiológicos 
adicionales  y varios  estudios  clínicos.  Se  resolvieron  una 
serie  de  quejas  políticas  de  contaminación  ambiental  con 
substancias  carcinógenas. 

Para  el  año  1988  el  archivo  tiene  registrados  168,000 
casos  de  cáncer,  85,000  en  hombres  y 82,000  en  mujeres. 
Se  planificó  la  recopilación  y transmisión  de  la  informa- 
ción mediante  computadoras  portátiles  y la  vía  telefónica 
o con  grabadoras.  A finales  de  1989,  el  contrato  con  el 
NCI  no  fue  aprobado,  esta  modificación  no  pudo  llevarse 
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a cabo  junto  con  algunos  estudios  que  estaban  planeados, 
y así  en  el  primer  año  de  la  cuarta  década  hemos  comen- 
zado a reorganizar  el  Registro  Central  de  Cáncer  de 
Puerto  Rico  con  recursos  locales  limitados  exclusiva- 
mente. (Fig.  2) 


Figura  2 
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6.  Estímulo  de  la  investigación  con  los  recursos  dispo- 
nibles. 


Figura  3 

CASOS  DE  CANCER  OBSERVADOS  Y ESPERADOS 


La  fase  que  más  se  va  a afectares  la  de  seguimiento  de 
los  pacientes  perdidos,  ya  que  muchos  de  ellos  los  íbamos 
a buscar  a las  casas  en  última  instancia.  Con  el  resto  de  las 
fases  lo  que  va  a ocurrir  es  que  se  trabajará  más  lenta- 
mente, sacrificar  la  calidad  y así  continuarán  funcionan- 
do. (Fig.  3). 

Las  actividades  sobreslientes  que  llevaron  al  registro 
de  Puerto  Rico  al  nivel  donde  está  son: 

1.  Organización  con  objetivos  de  intervención  diseñados 

2.  Nombramiento  y sostenimiento  de  personal  adecuado 

3.  Obtención  de  equipo  básico  y mantenimiento  de  su 
operación 

4.  Adiestramiento  y supervisión  con  revisión  concurrente 
y final  para  corrección  de  los  errores 

5.  Transmisión  pronta  y pertinente  de  la  información 
de  la  evolución  de  la  enfermedad  a los  niveles  que 
pueden  tomar  decisiones  en  el  manejo  de  los 
pacientes 
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TU  DONATIVO  CONTRIBUYE  A AUSPICIARLA 

NUESTROS  SERVICIOS  SON  GRATUITOS 

• CLINICAS  DE  DETECCION  DE  CANCER  EN  LAS  AAAMAS, 

OFRECEMOS  REHABILITACION  DE  PACIENTES 

CERVIX,  PROSTATA,  ORAL,  PIEL  Y COLO-RECTAL. 
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SOCIEDAD  AMERICANA  DEL  CANCER 
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• MAMOGRAFIA 

II.  LARIttGECTOMIZAOOS 

• TRANSPORTACION 

Unidad  de  Ponce.  Unidad  de  Bayamón.  Area  Metropolitana 

1 • PROTESIS 
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Unidad  del  Oeste.  Unidad  de  Arecitto.  Area  Metropolitana 

• PAÑALES  DESECHABLES  (ADULTOS) 
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SPECIfiL  STUDIES 


The  Puerto  Rico  and  New  York  State 
Tumor  Registries:  Probiems  Associated 
with  the  Use  of  Cancer  Incidence  Data 
in  Migrant  Studies 

Barbara  S.  Menéndez,  Ph.D.,  Sieve  Blum.  Ph.D. 


Abstract:  This  paper  discusses  specific  problems 

pertaining  to  compatibility  of  data  between  the  Puerto  Rico 
and  New  York  State  tumor  registries,  which  is  applicable  to 
other  studies  comparing  cancer  incidence  rates  from  two 
distinct  tumor  registries.  Discrepancies  in  the  data  between 
the  two  tumor  registries  were  due  to  differences  in  quality 
control,  under  and  overreporting  of  cancer  cases,  reliability 
indicators,  and  case  criteria.  A study  comparing  stomach 
cancer  incidence  rates  between  Puerto  Rico  and  Puerto 
Rican  migrants  to  New  York  City  provided  the  foundation 
for  this  investigation. 

Biases  in  migrant  studies,  previously  discussed  in  the 
literature,  have  included  the  self-selection  process 
of  those  who  migrate  as  well  as  inaccurate  counts  of  the 
migrant  population  in  the  host  country.'"*  These  biases 
include  differences  in  age,  sex,  and  health  status  between 
migrants  and  sedentes,  i.e.,  those  remaining  in  their 
country  of  birth,  and  must  be  addressed  in  the  discussion 
section  of  migrant  studies.  Inaccurate  estimates  of  the 
migrant  population  in  the  adopted  country  are  sometimes 
related  to  the  migrants’  legal  status  in  the  new  country 
and  also  as  a result  to  the  methods  used  by  the  census  of 
population  in  counting  the  group  of  interest. 

Epidemiologic  studies  investigating  shifts  in  cancer 
risk  among  migrants  moving  from  high  to  low  risk  coun- 
tries face  additional  problems.  Since  migrant  incidence 
studies  rely  primarily  on  tumor  registries,  discrepancies 
related  to  the  identification  and  definition  of  cancer  cases 
between  tumor  registries  can  result  in  additional  biases. 
This  investigation,  which  used  as  its  foundation  a compa- 
rison of  stomach  cancer  incidence  rates  between  Puerto 
Rico  and  Puerto  Rican  migrants  to  New  York  City,’  iden- 
tifies these  discrepancies  and  discusses  strategies  used  to 
minimize  or  resolve  them.  Puerto  Ricans  in  New  York 
City,  or  for  that  matter  the  United  States,  can  be  of 
special  interest  to  migrant  studies  because  cancer  inci- 
dence rates  for  selected  sites  differ  markedly  to  rates  in 
the  United  States.^ 


Assistant  Professor.  Lehman  College.  City  University  of  New  York. 
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Migrant  studies  comparing  differences  in  cancer  inci- 
dence rates  between  areas  of  high  and  low  cancer  risk  can 
provide  a theoretical  background  for  further  studies  to 
investigate  risk  factors  related  to  the  occurrence  of  cancer 
and  the  relationship  of  genetics  and  the  environment  to 
the  etiology  of  cancer. 

Methods 

The  incidence  data  were  provided  by  the  Puerto  Rico 
Cancer  Registry  and  the  New  York  State  Tumor 
Registry.  The  migrant  group  consisted  of  Puerto  Ricans 
born  in  Puerto  Rico  who  resided  in  New  York  City  at  the 
time  they  were  diagnosed  with  stomach  cancer,  between 
1975  and  1979.  In  Puerto  Rico,  stomach  cancer  incident 
cases  were  residents  of  the  island  at  the  time  of  diagnosis, 
between  1975  and  1979. 

Several  factors  were  selected  to  assess  the  compatibility 
of  data  between  the  two  registries.  The  first  factor 
consisted  of  comparing  reliability  indicators,  which 
included  testing  for  significant  differences  in  the  propor- 
tion of  cases  that  were:  death  certificate  only  (DCO), 
histologically  confirmed,  and  had  autopsies  performed. 
The  Chi  Square  test  statistic  was  used  to  test  for  signifi- 
cant differences. 

Other  differences  in  data  quality  between  registries 
which  were  examined  were  related  to  under  and  over- 
reporting of  cancer  incident  cases.  Since  New  York  City 
lacked  a quality  control  program  and  Puerto  Rico  did 
not,  a sample  of  33  hospitals  was  selected  in  New  York 
City  in  order  to  review  all  of  their  respective  tumor  regis- 
tries, diagnostic  indexes,  and  pathology  reports.  This 
would  compensate  for  the  lack  of  a quality  control 
program  in  New  York  and  thus  allow  the  identification  of 
stomach  cancer  incidence  cases  not  listed  (due  to  the 
hospitals’  neglect  to  report  them)  in  the  New  York  State 
Tumor  Registry.  Puerto  Rico,  on  the  other  hand,  as  part 
of  the  Surveillance,  Epidemiology  and  End  Results 
(SEER)  program,  has  a quality  control  program  in  which 
hospital  records  are  routinely  reviewed  in  order  to  iden- 
tify cancer  cases  not  reported  to  the  Puerto  Rico  Cancer 
registry.^ 

Overreporting  or  duplicate  case  reporting  of  incidence 
cases  was  investigated  in  both  tumor  registries.  Two  types 
of  duplicate  case  reporting  were  identified:  duplicate 
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cases  within  each  registry  and  duplicate  cases  between  the 
two  registries.  In  order  to  identify  the  first  type  of  dupli- 
cate cases,  a computer  program  was  designed  that  sorted 
the  cases  alphabetically  by  last  name,  first  name,  social 
security  number  and  date  of  birth,  within  each  registry. 
Then  the  program  proceeded  to  identify  potential 
matches.  Following  the  same  algorithm,  the  same 
program  was  implemented  to  identify  cases  listed  in  both, 
the  New  York  and  Puerto  Rico  registries.  Cases  identified 
as  duplicates  between  registries  were  reviewed  indivi- 
dually to  determine  the  place  of  residence  at  the  time  of 
the  first  diagnosis  of  stomach  cancer.  However,  it  is 
suspected  that  some  Puerto  Ricans  may  have  dual  resi- 
dence. 

Finally,  the  case  criteria  definition  was  compared 
between  the  two  registries  focusing  on  multiple  pri- 
maries, carcinoma-in-situ,  and  lymphomas. 

Findings 

The  total  number  of  stomach  cancer  incidence  cases  in 
Puerto  Rico  was  2,066  compared  to  28 1 in  the  New  York 
City  study  group  for  the  investigation’s  time  period. 
Table  1 compares  the  reliability  indicators  between  the 
two  tumor  registries.  Among  the  reliability  indicators, 
DCO  cases  were  statistically  significantly  higher  (p <.005) 
in  Puerto  Rico,  and  histologically  confirmed  cases  were 
significantly  higher  in  New  York  City  (p<.001).  The 
proportion  of  autopsies  performed  in  each  data  set  was 
the  same:  7% 

Table  1 


Comparison  of  Reliability  Indicators  Between  the 
Puerto  Rico  and  New  York  State 
Tumor  Registries 


Puerto  Rico 

New  York 
City 

tP 

Reliability  Indicators 

WCases 

#Cases 

Histologically  confirmed 

1591 

250 

p .001 

Not  confirmed 

475 

31 

DCO 

248 

11 

p .005 

Not  DCO 

1818 

270 

Autopsy  performed 

148 

20 

NS* 

Not  performed 

2018 
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*No  statistical  significance 


Based  on  the  sample  of  33  hospitals  reviewed  in  New 
York  City,  underreporting  was  estimated  at  8%. 

There  were  17  duplicate  cases  within  the  Puerto  Rico 
data  set  and  6 in  New  York.  This  proportion  was  signifi- 
cantly higher  among  the  New  York  City  group  (p  .05) 
than  for  Puerto  Rico.  There  were  14  stomach  cancer  inci- 
dence cases  whose  place  of  residence  at  the  time  of  the 
first  diagnosis  could  not  be  ascertained. 

A major  discrepancy  emerged  between  registries 
associated  with  the  criteria  for  defining  a stomach  cancer 
incident  case.  In  Puerto  Rico,  as  in  all  SEER  areas,  cases 
with  a different  fourth  digit  in  the  ICDO  (International 
Classification  of  Disease  for  Oncology)  code  for  the  same 
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primary  cancer  site  are  considered  multiple  primary  cases 
and  are  counted  twice  in  the  incidence  data.  Since  the 
New  York  tumor  Registry  does  not  consider  these 
patients  multiple  primary  cases,  they  are  only  listed  once. 
In  addition.  New  York  City  listed  carcinomas-in-situ  of 
the  stomach  as  stomach  cancer  incident  cases  while 
Puerto  Rico  did  not.  Another  discrepancy  in  case  criteria 
is  that  Puerto  Rico  included  lymphomas  of  the  stomach 
as  stomach  cancer  incident  cases  while  New  York 
excluded  them.  There  were  no  multiple  primaries  of  the 
stomach  identified  in  the  Puerto  Rico  data  set.  However, 
there  were  2 cases  of  carcinoma-in-situ  identified  in  New 
York  City  and  26  cases  of  stomach  lymphomas  listed  in 
Puerto  Rico. 

Discussion 

Differences  associated  with  reliability  indicators 
(DCO,  histological  confirmation  and  autopsies)  between 
two  tumor  registries  have  to  be  considered  in  the  analysis 
section  of  a study  in  order  to  insure  they  do  not  affect  true 
differences  in  rates  between  the  study  groups.  The 
proportion  of  DCO  cases  in  Puerto  Rico  were  statistically 
significantly  higher  than  for  the  New  York  City  group, 
14%  versus  4%,  despite  the  fact  that  additional  DCO 
cases  had  been  excluded  from  Puerto  Rico  prior  to  the 
analysis  because  the  underlying  cause  of  death  had  been 
provided  by  a relative  instead  of  a physician  or  coroner. 
This  in  itselt  is  a sign  of  potential  underreporting. 

The  percentage  of  microscopically  confirmed  cases  is 
also  a measure  of  the  quality  of  the  incidence  data.  It 
conclusively  states  that  the  patient  indeed  has  stomach 
cancer.  Cases  lacking  histological  confirmation  are, 
theoretically  speaking,  probable  cases.  Consequently, 
differences  in  diagnostic  practices  between  New  York 
City  and  Puerto  Rico  could  result  in  differences  in  the 
proportion  of  stomach  cancer  cases  clinically  diagnosed 
rather  than  histologically  confirmed  between  registries. 
The  fact  that  Puerto  Rico  had  a greater  proportion  of 
cases  lacking  histological  confirmation  (23%)  compared 
to  New  York  City  (11%)  indicates  there  are  significant 
differences  in  data  quality  between  the  two  tumor  regis- 
tries. 

The  proportion  of  autopsies  in  one  registry  versus  the 
other  were  also  compared  since  the  number  of  incident 
cases  is  likely  to  increase  if  a greater  proportion  of  deaths 
undergo  autopsies.  If  autopsies  are  practiced  more 
frequently  in  one  population  versus  the  other,  then 
underreporting  can  be  expected  to  occur  in  the  group  in 
which  autopsies  are  practiced  less  frequently.  However, 
the  proportion  of  stomach  cancer  autopsied  was  the  same 
(7%)  in  Puerto  Rico  as  in  New  York  City.  For 
situations  in  which  the  differences  in  reliability  indica- 
tors prove  to  be  statistically  significant,  the  best 
solution  is  to  include  and  then  exclude  them  from  the 
analysis,  to  determine  if  these  inclusions  and  exclu- 
sions account  for  differences  in  the  incidence  rates. 

The  same  process  of  inclusion  and  exclusion  from  the 
analysis  described  above  should  be  applied  to  cases  with 
dual  residence,  i.e.,  cases  listed  in  both  tumor  registries. 
Otherwise,  we  may  observe  differences  in  cancer  rates 
between  sedentes  and  migrants  which  are  artifactual  and 
not  real. 


262 


Bárbara  S.  Menéndez,  Ph,  D. 


VoL  83  Num  6 


Duplicate  case  reporting  within  each  tumor  registry, 
was  primarily  due  to  multiple  reports  for  the  same  patient 
from  one  or  more  hospitals,  in  which  there  were  varia- 
tions for  the  same  patients  related  to  their  names. 
Duplicate  reporting  within  each  registry  was  due  to  a 
cultural  tradition  prevalent  among  Puerto  Ricans  as  well 
as  most  Hispanics:  the  use  of  both  the  paternal  and 
maternal  last  names.  Since  the  data  collection  forms  in 
New  York  only  make  allowance  for  one  last  name,  some 
patients,  upon  different  admissions,  appeared  inconsis- 
tently under  the  maternal  or  paternal  last  name.  To 
complicate  matters  females  often  substitute  one  or  both 
last  names  for  that  of  their  husband’s.  In  addition,  most 
Hispanics  have  two  first  names  and  often  use  both,  and 
not  just  a middle  initial.  Thus  a single  patient  could 
appear  as  two  or  three  different  persons  in  the  cancer 
registry.  This  problem  was  noticed  in  both  tumor 
registries.  As  a result, duplicates  within  each  registry  were 
eliminated  from  the  study,  and  upon  recommendation, 
from  their  respective  tumor  registry. 

The  problem  related  to  a discrepancy  in  the  case  cri- 
teria definition  for  stomach  cancer  incident  cases  was 
resolved  by  identifying  stomach  cancer  incident  cases 
with  multiple  primaries  confined  to  the  stomach  in  the 
Puerto  Rico  tumor  registry  and  listing  these  cases  only 
once. 

The  most  reliable  approach  for  determining  whether 
changes  in  cancer  risk  occur  among  migrants  moving 
from  high  to  low  risk  areas  is  to  identify  all  new  cancer 
cases  among  migrants  and  sedentes  and  compare  the  inci- 
dence rates  between  the  two  study  groups.  Since  tumor 
registries  represent  the  leading  source  of  cancer  incidence 
data  avilable,  it  is  of  utmost  importance  when  utilizing 
more  than  one  tumor  registry  to  carefully  examine 
potential  differences  in  identification  of  cases,  case  inclu- 
sion and  exclusion  criteria,  reliability  indicators,  and 
quality  control  measures,  to  insure  the  accuracy  of  the 
results. 


Resumen:  Este  artículo  discute  los  problemas 
relacionados  con  la  compatibilidad  de  información 
entre  los  registros  de  cáncer  de  Puerto  Rico  y de  el 
estado  de  New  York.  Estos  problemas  pueden 
aplicarse  a investigaciones  que  comparan  la  tasa  de  la 
incidencia  de  cáncer  entre  los  registros  de  cáncer.  Las 
discrepancias  en  información  entre  los  dos  registros  de 
cáncer  se  deben  a diferencias  en  el  control  de  calidad  de 
cada  registro,  reportaje  excesivo  o incompleto,  los 
indicadores  de  confianza,  y los  criterios  usados  para 
definir  los  casos.  Un  estudio  comparando  las  tasas  de 
incidencia  de  cáncer  de  estómago  entre  Puerto  Rico  y 
puertorriqueños  residentes  en  la  ciudad  de  New  York 
proveyeron  la  base  necesaria  para  el  estudio. 
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CLINICA  ONCOLOGICA  DE  PONCE 

La  Asociación  Para  la  Lucha  Contra  El  Cáncer,  Inc. 
es  una  entidad  sin  fines  de  lucro  creada  en  el  1945  por  un 
grupo  de  distinguidos  ciudadanos  entre  éstos:  El 
Honorable  Alcalde  de  Ponce,  el  Sr.  Andrés  Grillasca  y el 
Dr.  Manuel  de  la  Pila  Iglesias.  El  propósito  principal  por 
el  cual  se  creó  la  Asociación  fue  y es  proveerle  servicios 
especializados  en  el  tratamiento  de  cáncer  a la  población 
de  las  áreas  sur,  suroeste,  oeste  y noroeste  de  Puerto  Rico. 
(Ver  Anejo  I) 

Para  el  año  1975  la  Asociación  construyó  un  Hospital 
en  los  predios  del  Centro  Médico  de  Ponce  llamándole  al 
mismo  Hospital  Oncológico  Andrés  Grillasca.  La  cons- 
trucción de  este  Hospital  se  llevó  a cabo  con  el  firme  pro- 
pósito de  mejorar  y hacer  más  accesibles  los  servicios 
oncológicos  de  detección,  tratamiento  y rehabilitación 
que  se  encontraban  en  el  centro  de  actividad  del  pueblo 
de  Ponce  y además  adquirir  equipos  médicos  de  la  más 
alta  tecnología  y el  personal  médico  y paramédico  com- 
petente y especializado. 


El  Hospital  Oncológico  “Andrés  Grillasca”  es  un  hos- 
pital comunitario  sin  fines  de  lucro  cuya  Junta  de  Direc- 
tores se  compone  de  ciudadanos  distinguidos  de  las 
comunidades  a las  cuales  el  hospital  presta  servicios. 
Todos  los  miembros  de  la  Junta  laboran  voluntariamente 
y sin  remuneración  alguna. 

El  actual  presidente  de  Junta  de  los  Directores  es  el 
Dr.  Ralph  O.  McConnie. 

La  Junta  de  Directores  cuenta,  entre  sus  diversos 
Comités  de  trabajo,  con  el  Comité  de  Planificación  Estra- 
tégica. Este  Comité  tiene  como  obligación  determinar 
necesidades  de  servicios,  desarrollar  nuevos  sistemas  de 
prestación,  identificar  innovaciones  en  el  tratamiento  de 
cáncer,  tendencias  de  cambios  y además  si  los  pacientes  y 
las  necesidades  de  los  mismos  están  siendo  satisfechas. 

El  Dr.  Leslie  López,  Presidente  de  este  Comité,  pre- 
sentó un  informe  a la  Junta  de  Directores  con  la  recomen- 
dación de  establecer  un  Centro  de  Diagnóstico  y Trata- 
miento de  la  Asociación  en  el  área  Sur-oeste  u Oeste  para 
ampliar,  mejorar  los  servicios  y hacerlos  más  asequibles. 
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Fat  and  Breast  Cancer:  A Mini-Review  of 
Experimentai  Data  on  Rodents 

Michael  J.  González',  José  R.  Rodríguez^ 


Abstract:  High  dietary  fat  has  been  consistentiy  iinked 

to  breast  cancer  in  epidemioiogicai  and  experimental 
studies.  This  communication  reviews  the  possible  mecha- 
nisms involved  in  this  relationship.  Also  we  review  the 
effects  of  different  fats  on  breast  cancer  growth  in  recent 
experimentai  studies. 

Numerous  epidemiological  and  experimental  studies 
(see  1 for  review)  link  dietary  fat  to  the  etiology  of 
breast  cancer.  Moreover,  evidence  is  suggestive  of  a 
causal  relationship  between  dietary  fat  and  the  occur- 
rence of  certain  cancer  in  humans  particularly  in  the 
breast,  colon  and  prostate.'’  ^ It  has  been  shown  that 
increased  levels  of  dietary  fat  enhances  the  promoting 
stage  of  mammary  gland  tumorigenesis  in  experimental 
animals.  Those  studies  have  suggested  that  the  type  and 
amount  of  fat  ingested  determines  the  occurrence  and 
development  of  mammary  tumors. 

It  is  known  that  the  growth  and  development  of  tumors 
alters  the  lipid  metabolism  in  the  host.®»  ’ Studies  have 
shown  that  the  structure  of  the  cellular  membranes  is 
strongly  affected  by  teh  composition  of  serum  lipids;*  it  is 
possible  that  changes  in  lipid  metabolism  will  also 
influence  the  occurrence  and  development  of  tumors. 

Studies  with  rodents  have  demonstrated  that  unsaturated 
fats  are  more  effective  than  saturated  fats  in  enhancing 
mammary  tumorigenesis.’’  To  date  there  is  still  no 
general  agreement  on  what  factor  in  unsaturated  fat  pro- 
motes tumor  growth  or  increases  tumor  incidence  nor  of 
the  mechanism  (s)  involved.  Various  mechanisms  have 
been  proposed;"  mechanisms  which  have  been  suggested 
include,  for  example,  modification  by  dietary  fat  of 
tumor  cell  DNA  synthesis,  tumor  cell  loss,  tumor  cell 
membrane,  peroxidation  and  alteration  of  the  immune 
system  activity;  such  mechanisms  have  not  been 
examined  in  the  study  of  our  relationship  of  dietary  fat 
and  human  breast  cancer  growth.  Our  experimental 
model  consists  of  human  breast  tumor  cell  lines  (MDA- 
MB-157  and  MCF-7)  transplanted  to  female  athymic 
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nude  mice,  a mutant  mouse  that  is  deficient  in  T- 
lymphocytes  and,  therefore,  can  often  accept  grafts  of 
foreign  tissues  without  rejection.  This  model  facilitates 
the  study  of  a human  breast  cancer  in  an  in  vivo  setting. 
This  model  also  has  the  potential  to  provide  important 
information  on  the  influence  of  dietary  manipulation  on 
the  growth  of  human  breast  cancer. 

According  to  the  two  stage  theory  of  carcinogenesis, 
tumors  are  initiated  by  a mutational  change  in  the 
genome  of  the  cell  which  occurs  rapidly  and  is  essentially 
irreversible.  Subsequent  proliferation  of  tumor  cells  is  a 
slower  process  and  it  is  thought  to  depend  considerably 
on  local  environmental  conditions.  This  concept  offers 
the  chance  of  preventing  or  suppressing  carcinogenesis 
by  modifying  the  cellular  environment  during  the  promo- 
tional stage  of  carcinogenesis  by  creating  a less  favorable 
environment  for  proliferation  and  growth  of  tumor  cells. 
The  understanding  of  the  role  of  dietary  fat  and  human 
tumor  cell  metabolism  during  tumorigenesis  may  be  a 
very  important  step  to  accomplish  this  objective;  experi- 
ments that  may  lead  to  a better  understanding  of  this  are 
of  tumor  biology  are  of  importance.  Such  studies  may 
provide  new  and  different  avenues  of  effective  treatment 
for  this  disease;  and  may  also  serve  as  a pivotal  stage  for 
new  ways  of  treatment  for  other  disease  processes. 

Discussion 

Various  epidemiological  studies  have  provided  evidence 
that  the  consumption  of  high  levels  of  dietary  fat  by 
humans  results  in  an  increased  risk  of  developing  cancer 
in  a number  of  organs  particularly  the  breast,'^  colon,'* 
and  prostate.'’ 

High  levels  of  dietary  fat  are  mammary  tumorigenic  in 
virtually  every  rodent  model  that  has  been  examined.'* 
High  dietary  levels  of  unsaturated  fats  have  been  more 
effective  in  enhancing  mammary  tumorigenesis  relative 
to  high  levels  of  saturated  fats.’’  '*  It  has  been 
suggested  that  linoleic  acid  may  be  the  fatty  acid  prima- 
rily responsible  for  the  tumorigenesis  enhancing  effect  of 
unsaturated  fatty  acids'*"’  it  appears  that  for  a maximal 
tumor  growth  a requirement  for  essential  fatty  acids 
(EFA)  must  be  met;*"  this  requirement  appears  to  be  in 
the  range  of  3%  to  8%  of  total  kilocalorie  intake  for 
rodent  mammary  tumors.'*  It  is  believed  that  once  the 
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EFA  requirement  is  met  by  the  tumor  further  enhance- 
ment of  tumorigenesis  depends  on  the  level  and  not  the 
type  of  fat.’’  Recent  evidence  pointed  to  linoleic  acid  and 
arachidonic  acid  as  rate  limiting  fatty  acids  for  mammary 
tumor  growth  in  rats.”  It  is  also  important  to  mention 
that  linoleic  acid  is  often  included  in  synthetic  tissue 
culture  media  in  order  to  obtain  rapid  cell  proliferation 
and  optimal  cell  growth  in  vitro.^' 

Diets  high  in  polyunsaturated  fat  relative  to  diets  high 
in  saturated  fats  may  have  an  immunosuppressive  poten- 
tial.^^ Polyunsaturated  fatty  acids  (PUFA)  diets  enhance 
immunosuppressive  therapy  following  renal  transplanta- 
tion.” It  has  been  observed  that  linoleic  acid  may  act  as 
an  inhibitor  of  certain  immune  response  in  animals.'  In 
addition,  there  is  evidence  that  feeding  linoleic  acid 
prolongs  skin  allograft  survival  in  rodents. This 
immunosuppressive  action  of  linoleic  acid  has  been 
suggested  as  a possible  mechanism  by  which  some 
unsaturated  fats  may  enhance  tumorigenesis.”’  It  is 
important  to  realize  that  the  immune  system  might  be  our 
first  line  of  internal  defense  against  cancer;  and  of  special 
interest  are  the  natural  killer  (NK)  lymphocytes  which  are 
activated  in  the  spleen;  may  play  a significant  role  in 
immune  surveillance  and  the  resistance  against  metas- 
tases.^^’  “ The  NK  cells  kill  tumor  cells  directly  without 
prior  sensitization  and  may  have  selective  activity  against 
tumor  cells. NK  cells  may  be  part  of  our  first  line  of 
defense  by  destroying  tumor  cells  before  T-lymphocytes 
and  macrophages  can  be  developed.^’ 

Other  types  of  fat  that  are  consumed  frequently  are  fats 
derived  from  milk  products  (primarily  saturated  fatty 
acids);  such  fats  would  not  be  suspected  of  promoting 
mammary  gland  tumorigenesis  to  as  great  an  extent  as 
vegetable  fats  (primarily  unsaturated  fatty  acids).  Unfor- 
tunately very  limited  data  exists,  at  present,  examining 
the  effect  of  fats  derived  from  milk  products  on  the 
genesis  and  progression  of  mammary  tumors.  It  has  been 
reported  that  feeding  high  levels  of  butter  to  female  rats 
bearing  chemically  induced  mammary  tumors  resulted  in 
a reduced  incidence  of  mammary  gland  tumors  when 
compared  to  rats  fed  a high  level  of  dietary  vegetable  fat.’ 
In  other  experiments  using  the  CjH  mouse  model  (virus 
induced  mammary  tumor)  it  was  found  that  high  levels  of 
dietary  vegetable  oils  produced  an  enhancement  of 
mammary  tumors.^®  In  contrast,  in  another  study,  it  was 
shown  that  female  C3H  mice  fed  high  levels  of  butter 
developed  more  mammary  tumors  that  did  mice  fed 
comparable  amounts  of  vegetable  oils.” 

Another  type  of  fat  that  has  been  studied  in  relation  to 
mammary  carcinogenesis  is  fish  oil.  Mammary  tumors  in 
rats  fed  diets  rich  in  polyunsturated  long  chain  fatty  acids 
(as  eicosapentanoic  and  docosahexanoic  acid),  which  are 
abundantly  found  in  fish  oils  showed  a marked  inhibition 
of  growth.”’  ” The  mechanism  of  this  inhibition  has  not 
been,  however,  clearly  established.  In  most  of  these 
studies  menhanden  oil  was  used  as  the  only  source  of 
dietary  fat.  This  fish  oil  is  a very  poor  source  of  linoleic 
acid  and  the  possibility  of  a linoleic  acid  deficiency  in  the 
menhanden  oil  fed  animals  can  not  be  ruled  out.  The 
effect  of  fish  oils  in  the  generation  of  a different  series  of 
hormone  like  substances,  for  example  the  prostaglan- 
dins, have  been  speculated  as  a potential  mechanism;” 


but  this  may  not  be  the  only  mechanism  involved  in  the 
process. 

Another  attractive  mechanisms  that  has  not  been 
adequately  examined  is  the  lipid  peroxy  radical  mecha- 
nism; considering  that  the  growth  promoting  effects  of 
fat  on  mammary  tumor  cells  has  been  closely  associated 
with  PUFA’s.  It  is  conceivable  that  certain  PUFA’s 
and/or  their  oxidative  metabolites  may  be  of  relevance  in 
the  proliferation  of  mammary  tumor  cells.  Evidence  has 
been  provided  that  the  hydroperoxy  and  hydroxy  auto- 
oxidation products  of  certain  fatty  acids  (arachidonic 
and  linoleic  acids)  stimulated  colonic  DNA  synthesis  and 
ornithine  decarboxylase  activity  when  given  intrarectally 
to  rats;  purified  linoleic  and  arachidonic  acids  caused  no 
increase  in  colonic  DNA  synthesis  or  ornithine  decarbo- 
xylase activity.”  It  is  known  that  antioxidants  are  effec- 
tive suppressors  of  lipid  peroxy  radicals  and/or  oxygen 
radicals.  Thus,  various  laboratories  have  treated  rats 
bearing  mammary  tumors  with  differents  antioxidants 
during  ingestion  of  diets  rich  in  PUFA’S,  for  example, 
vitamin  E plus  selenium”  vitamin  A”  and  butylated 
hydroxytoluene  (BHT),”  have  been  reported  to  inhibit 
DMBA  induced  mammary  gland  tumorigenesis  in  rats 
fed  high  levels  of  dietary  unsaturated  fat.  These  experi- 
ments support  the  concept  that  diets  rich  in  unsaturated 
fatty  acids  promote  growth  of  mammary  tumors  through 
the  generation  of  lipid-peroxy  and/or  oxygen  radicals.  In 
contrast,  evidence  exists  that  does  not  support  the 
validity  of  this  assumption.  There  are  data  reported  in 
which  the  cytostatic  potential  of  a variety  of  PUFA’S  was 
studied,^'  and  it  was  found  that  cells  challenged  with 
PUFA’S  undergo  lipid  peroxidation  and  generate  an 
increase  amount  of  malonaldehyde  that  restricts  cell 
proliferation  probably  by  inactivating  DNA  poly- 
merases.^' 

Another  important  aspect  of  mammary  carcinogenesis 
which  has  not  been  adequately  examined  is  the  effect  of 
dietary  fat  on  tumor  cell  loss.  There  is  evidence  that  the 
increased  growth  (size)  of  mouse  and  rat  mammary 
tumors,  as  a result  of  feeding  diets  rich  in  PUFA’S,  could 
not  be  accounted  by  an  increase  in  tumor  cell  prolifera- 
tion, but  a decrease  in  tumor  cell  lysis,  thus  less  cells  are 
dying.”’  The  study  of  this  aspect  of  tumor  growth 
dynamics  (cell  loss  vs.  DNA  synthesis)  has  been  comple- 
tely ignored;  an  understanding  of  this  phenomenon 
might  as  well  result  in  different  approaches  to  the  treat- 
ment of  mammary  cancer. 

As  described  previously  to  date,  all  the  experiments 
designed  to  examine  the  effect  of  dietary  fat  on  mammary 
tumorigenesis  have  used  rodent  models.  In  order  to 
evaluate  the  effects  of  dietary  fats  on  human  tumorige- 
nesis, studies  using  human  tissues  are  essential;  recently  a 
promising  new  technique  to  study  the  growth  of  normal 
and  malignant  human  breast  tissue  in  vivo  has  been 
developed.  It  consists  of  transplanting  these  tissues  to 
athymic  nude  mice.  The  athymic  nude  mouse  is  a mutant 
born  without  a thymus  gland,  so  it  is  deficient  in  mature 
T-lymphocytes  and,  therefore,  is  often  capable  of  accep- 
ting grafts  of  foreign  tissues.  This  promising  model 
allows  us  to  examine,  under  controlled  experimental 
conditions,  the  influence  of  dietary  fat  on  the  in  vivo 
growth  of  normal  and  cancerous  human  breast  tissues. 
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Resumen:  El  alto  consumo  de  grasa  ha  sido  ligado  en 

forma  consistente  al  cáncer  de  las  mamas  en  estudios  epide- 
miológicos y experimentales.  Esta  comunicación  revisa  los 
posibles  mecanismos  envueltos  en  esta  relación.  Además 
revisaremos  los  efectos  de  distintas  grasas  sobre  el  creci- 
miento del  cáncer  mamario  en  recientes  estudios  experi- 
mentales. 
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Nutrition  and  Cáncer: 

American  Cancer  Society  Guideiines, 
Programs,  and  Initiatives 


Daniel  W.  Nixon,  MD 


One  of  the  major  strategic  initiatives  of  the 
American  Cancer  Society  is  to  “increase 
substantially  its  emphasis  on  primary  can- 
cer prevention,  risk  reduction,  and  early 
detection  in  all  cancer  control  programs.” 
Within  this  cancer  control  framework,  two 
major  prevention  areas— tobacco  and  nutri- 
tion—have  been  chosen  for  emphasis  in  the 
1990s.  The  purpose  of  this  article  is  to 
review  current  American  Cancer  Society 
guidelines,  programs,  and  initiatives  in 
nutrition. 

The  emphasis  on  nutrition  in  cancer 
prevention  is  based  on  a convergence  of 
basic,  clinical,  and  epidemiologic  research 
conducted  over  many  decades.  One  of  the 
founders  of  the  American  Cancer  Society, 
Frederick  Hoffman,  recognized  the  poten- 
tial link  between  cancer  and  nutrition  in 
1913  when  he  urged  the  “investigation  of 
an  erroneous  diet”  as  a cause  of  rising 
cancer  rates.'  Since  then,  both  undemutri- 
tion  and  ovemutrition  have  been  associated 
with  various  types  of  cancer,  and  we  are 
now  beginning  to  understand  some  of  the 
mechanisms  for  the  nutrient-cancer  rela- 
tionship. 

Possible  mechanisms  now  being  ex- 
plored include  the  effect  of  energy  bal- 
ance, fiber  intake,  and  type  of  fat  intake  on 
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carcinogenesis.  In  addition,  a large  num- 
ber of  clinical  prevention  trials  employing 
micro-  and  macronutrients  are  being  con- 
ducted in  the  United  States  and  elsewhere. 
Among  these  are  trials  of  low  fat  intake  in 
breast  cancer,  vitamins  A and  E in  lung 
cancer,  calcium  and  fiber  in  colon  cancer, 
and  multivitamins  in  esophageal  cancer. 

Nutrient-based  chemoprevention  of 
cancer  offers  great  promise  for  effective 
cancer  control  strategies  in  the  next  dec- 
ade. This  field  received  a major  boost  with 
the  recent  publication  of  the  effectiveness 
of  isotretinoin  in  skin  cancer  prevention  in 
the  inherited  disorder  xeroderma  pig- 
mentosum^ and  the  demonstration  that  di- 
etary fiber  supplements  decreased  the  num- 
ber and  size  of  adenomatous  polyps  in 
familial  polyposis.^ 

Recognizing  the  emerging  relation- 
ships between  diet  and  cancer,  the  Ameri- 
can Cancer  Society  developed  and  pub- 
lished a number  of  dietary  guidelines  for 
the  public  in  1984.^^  The  guidelines  were 
intended  to  be  practical  recommendations 
that  would  evolve  as  new  data  became 
available. 

In  November  1989,  a Working  Group 
was  convened  by  the  Society  to  evaluate 
and  refine  the  guidelines  based  on  current 
information.  The  interim  guidelines  in  this 
report  were  revised  from  “Nutrition  and 
Cancer:  Cause  and  Prevention:  An  Ameri- 
can Cancer  Society  Special  Report”  (CA 
34:121-126,1984).  The  Working  Group 
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was  chaired  by  Sidney  Weinhouse,  PhD, 
and  included  Lee  Wattenberg,  MD,  Myron 
Winick,  MD,  Richard  Rivlin,  MD,  Jo- 
hanna Dwyer,  DSc,  and  Curtis  Mettlin, 
PhD.  This  group  concluded  that  the  major 
parts  of  the  earlier  guidelines  remain  valid. 
Minor  changes  include  removal  of  crucifer- 
ous vegetables  as  a separate  guideline  by 
placing  them  under  the  larger  recommen- 
dation to  include  a variety  of  vegetables 
and  fruits  in  the  daily  diet  (Recommenda- 
tion 3),  and  changing  the  words  “be  mod- 
erate’’ to  “limit  consumption’’  as  related 
to  alcohol  and  salt-cured,  smoked,  and 
nitrite-cured  foods  (Recommendations  5 
and  6). 

The  revised  guidelines  are  as  follows: 

Preamble 

Certain  dietary  patterns,  in  particular,  diets 
low  in  fat  and  high  in  vegetables  and  fruit, 
are  associated  with  a decreased  risk  of  can- 
cer. The  purpose  of  these  guidelines  is  to 
provide  healthy  dietary  advice  that  may  re- 
duce cancer  risk.  Reduction  of  cancer  risk 
by  diet  does  not  depend  on  any  single  factor 
but  requires  an  overall  change  in  eating 
patterns  and  food  preparation.  It  is  impor- 
tant when  implementing  these  guidelines  to 
consider  all  of  them  for  maximum  lifetime 
benefit. 

The  guidelines  apply  to  adults  in  good 
health  and  are  not  intended  for  young  chil- 
dren, who  have  special  nutritional  needs, 
or  for  the  elderly  or  other  individuals  who 
may  have  special  dietary  restrictions. 

Section  1 

Recommendations 

1.  Avoid  obesity. 

Being  overweight  increases  cancer  risk. 
The  American  Cancer  Society,  in  its  12- 
year,  prospective  Cancer  Prevention  Study 
I (CPS  I),  found  that  increased  mortality 
from  cancers  of  the  uterus,  gallbladder, 
kidney,  stomach,  colon,  breast,  and  other 
sites  was  associated  with  obesity  and  that 
mortality  from  several  major  cancer  types 
increases  with  increasing  obesity.^  For 
obese  individuals,  weight  reduction  may  be 
one  way  to  lower  cancer  risk. 


2.  Cut  down  on  total  fat  intake. 

The  American  Cancer  Society  endorses  the 
National  Academy  of  Sciences’  recom- 
mendation to  reduce  total  fat  intake  to  30 
percent  or  less  of  total  caloric  intake.^  Sub- 
stantial evidence  from  both  human  popula- 
tion and  laboratory  studies  suggests  that 
excessive  fat  intake  increases  the  risk  of 
developing  cancers  of  the  breast,  colon, 
and  prostate.  For  most  people,  a decrease 
in  fat  calories  to  30  percent  or  less  of  total 
caloric  intake  can  be  readily  achieved  by  a 
simple  change  in  eating  habits  to  include 
moderation  in  the  consumption  of  fats,  oils, 
and  foods  rich  in  fats— an  effective  way  to 
reduce  total  calories  as  well. 

3.  Include  a variety  of  vegetables  and 
fruits  in  the  daily  diet. 

a.  Vegetables  and  fruits  contain  a wide 
variety  of  constituents,  many  of  which  are 
being  studied  for  their  cancer  preventive 
activity.  Dark  green  and  deep  yellow  vege- 
tables and  certain  fruits  are  rich  in  (3-caro- 
tene, a form  of  vitamin  A.  Laboratory  stud- 
ies suggest  that  vitamin  A and  related 
compounds  reduce  the  incidence  of  certain 
cancers  in  animals;  clinical  trials  testing  the 
preventive  qualities  of  these  compounds 
are  being  conducted  in  humans.  Excessive 
vitamin  A in  the  form  of  supplements  (tab- 
lets or  capsules)  is  not  recommended  be- 
cause of  possible  toxicity. 

b.  Epidemiologic  studies  indicate  that 
people  whose  diets  are  rich  in  ascorbic  acid 
(vitamin  C),  i.e.,  those  consuming  diets 
high  in  vegetables  and  fruits,  are  less  likely 
to  get  cancer,  particularly  of  the  stomach 
and  esophagus.  It  is  still  uncertain  whether 
it  is  vitamin  C itself  or  other  constituents 
of  the  vitamin  C-containing  vegetables 
and  fruits  that  exert  the  protective  effect. 
Excessive  vitamin  C supplementation  is 
not  recommended  because  of  potential 
toxicity. 

c.  Some  epidemiologic  studies  have 
suggested  that  consumption  of  cruciferous 
vegetables,  such  as  cabbage,  broccoli, 
Brussels  sprouts,  kohlrabi,  and  cauli- 
flower, may  reduce  the  risk  of  cancer,  par- 
ticularly of  the  gastrointestinal  and  respira- 
tory tracts.  In  animals,  the  inclusion  of 
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cruciferous  vegetables  in  the  diet  may  be 
effective  in  the  prevention  of  chemically 
induced  cancer. 

4.  Eat  more  high-fiber  foods,  such  as 
whole  grain  cereals,  vegetables,  and 
fruits. 

Dietary  fiber  is  a term  used  to  describe 
many  food  components  that  are  not  readily 
digested  in  the  human  intestinal  tract.  These 
substances,  abundant  in  whole  grains, 
vegetables,  and  fruits,  consist  largely  of 
complex  carbohydrates  of  diverse  chemical 
composition. 

Agreement  on  dietary  fiber’s  role  in 
cancer  risk  reduction  is  not  universal.  Epi- 
demiologic evidence  shows  that  colon  can- 
cer is  low  in  populations  who  live  on  a diet 
of  largely  unrefined  food  high  in  fiber.  On 
the  other  hand,  refined  diets  low  in  fiber  are 
likely  to  be  high  in  fat,  and  it  may  be  this 
factor  that  increases  cancer  risk.  In  any 
case,  high-fiber-containing  cereals,  vege- 
tables, and  fruits  can  be  recommended  as 
wholesome  substitutes  for  fatty  foods. 

Research  is  ongoing  that  seeks  to  iden- 
tify the  cancer  preventive  role  of  the  many 
nutritional  and  nonnutritional  components 
of  vegetables,  fruits,  and  cereals,  either 
singly  or  in  combination.  More  specific 
recommendations  may  be  possible  as  these 
data  are  collected  in  the  future. 

5.  Limit  consumption  of  alcoholic 
beverages,  if  you  drink  at  all. 

Heavy  drinkers  of  alcohol,  especially  those 
who  are  also  cigarette  smokers,  are  at  un- 
usually high  risk  for  cancers  of  the  oral 
cavity,  larynx,  and  esophagus.^  Alcohol 
abuse  can  result  in  cirrhosis,  which  may  be 
associated  with  liver  cancer  in  susceptible 
individuals  who  also  have  increased  risks 
due  to  other  factors.  The  relationship  be- 
tween alcohol  consumption  and  breast  can- 
cer is  being  investigated. 

6.  Limit  consumption  of  smoked, 
salt-cured,  and  nitrite-cured  foods. 

Conventionally  smoked  foods  absorb  some 


carcinogens  that  are  similar  chemically  to 
the  carcinogenic  tars  in  tobacco  smoke. 
The  food  processing  industry  is  now  using 
a “liquid  smoke’’  that  is  thought  to  be  less 
hazardous.  There  is  limited  inferential  evi- 
dence that  salt-cured,  pickled,  or  nitrite- 
cured  foods  may  increase  the  risk  of  stom- 
ach and  esophageal  cancers.  In  parts  of  the 
world  where  nitrate  and  nitrite  are  prevalent 
in  food  and  water  or  where  cured  and  pick- 
led  foods  are  common  in  the  diet,  stomach 
and  esophageal  cancers  are  common.  The 
US  Department  of  Agriculture  and  the 
American  meat  industry  already  have  sub- 
stantially decreased  the  amount  of  nitrite  in 
prepared  meats  and  are  searching  for  im- 
proved methods  of  meat  preservation. 


Section  II 

Topics  of  General  Interest  with 
No  Specific  Recommendations 

The  following  substances  or  dietar>'  prac- 
tices have  received  much  attention  and 
therefore  are  reviewed,  but  no  recommen- 
dations are  made  at  this  time.  All  are  under 
investigation. 


Food  Additives 

Various  chemicals  are  added  to  foods  to 
improve  color  and  flavor  and  to  prevent 
spoilage.  Some  have  been  found  to  cause 
cancer  in  animals  and  have  been  banned. 
Several  others  áre  thought  to  be  protective 
against  carcinogens.  Knowledge  about  the 
possible  cancer  risks  or  benefits  of  food 
additives  is  insufficient  to  warrant  a recom- 
mendation for  or  against  their  use. 


Vitamin  E 

There  is  insufficient  evidence  that  vitamin 
E prevents  cancer  in  humans.  While  vita- 
min E is  an  antioxidant,  and  antioxidants 
may  prevent  some  cancers  in  animals,  more 
research  is  needed  before  the  role  of  vita- 
min E in  human  cancer  prevention  can  be 
assessed. 
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Selenium 

Although  there  is  evidence  that  selenium,  a 
trace  element,  may  offer  protection  against 
some  cancers,  this  evidence  is  much  too 
limited  to  justify  a recommendation  that 
selenium  intake  be  increased.  Because  of 
the  potential  hazard  of  selenium  poisoning, 
the  medically  imsupervised  use  of  selenium 
as  a dietary  supplement  cannot  be  recom- 
mended. 

Artificial  Sweeteners 

At  high  levels,  saccharin  has  been  shown 
to  cause  bladder  cancer  in  rats.  Epidemio- 
logic studies  offer  no  clear  evidence  for  an 
increase  in  risk  of  bladder  cancer  among 
people  who  are  moderate  users  of  this  arti- 
ficial sweetener.  Of  possible  concern  is  the 
consumption  of  saccharin  by  children  and 
pregnant  women.  The  long-term  conse- 
quences of  this  possible  risk  cannot  be  pre- 
dicted from  current  epidemiologic  data. 
New  noncaloric  sweeteners  are  now  on  the 
market.  Their  long-term  effects  have  not 
yet  been  studied  in  humans. 

Coffee 

Evidence  about  coffee  as  a risk  factor  in 
human  cancer  is  inconclusive.  Although 
some  epidemiologic  studies  implicate  high 
intake  of  coffee  in  bladder  and  pancreas 
cancers,  others  fail  to  make  such  a connec- 
tion. Available  information  does  not  sug- 
gest a recommendation  against  the  moder- 
ate use  of  coffee.  There  is  no  indication  that 
caffeine,  which  is  a natural  component  of 
both  coffee  and  tea,  is  a risk  factor  in  hu- 
man cancer. 

Meat  and  Fish  Cooked  at  High 
Temperatures,  Such  As  by 
Frying  or  Broiling 

Recent  studies  have  demonstrated  that  the 
cooking  of  meat  and  fish  at  high  tempera- 
tures, such  as  by  frying  or  broiling,  gives 
rise  to  a number  of  potent  mutagens  in 
bacteria,  and  some  of  them  have  induced 
cancers  in  animal  tests.  This  subject  is  now 
being  investigated  in  several  laboratories. 


Cholesterol 

Although  an  elevated  serum  cholesterol  is 
considered  to  be  a risk  factor  for  heart  or 
blood  vessel  disease,  there  is  little  evidence 
that  a high  cholesterol  intake  or  a high  cho- 
lesterol level  in  the  blood  also  changes  the 
risk  of  cancer.  Evidence  relating  low  blood 
cholesterol  to  human  cancer  is  inconclu- 
sive. 

Other  possible  risk  factors,  including 
energy  balance  (calories),  moldy  foods  and 
mycotoxins,  mushrooms,  and  calcium 
were  discussed  by  the  Working  Group  and 
will  be  reconsidered  at  the  next  meeting,  as 
will  the  role  of  dietary  guidelines  in  chil- 
dren and  the  elderly. 

It  is  important  to  recognize,  as  the 
Preamble  states,  that  these  guidelines  rep- 
resent positive  steps  to  health  and  are  a 
reasonable  approach,  based  on  current 
knowledge,  to  a lifetime  adult  pattern  of 
prudent  food  consumption.  Further  inves- 
tigation should  allow  refinement  of  these 
guidelines  to  address  specific  nutrients  and 
specific  cancer  sites. 

In  order  to  aid  the  public  in  proper  nu- 
trition and  food  selection  to  follow  the 
Guidelines,  the  American  Cancer  Society 
has  been  active  in  its  support  of  federal 
legislation  to  improve  nutrition  labeling  of 
foods,  particularly  concerning  calories,  fat, 
and  fiber  content.  Other  American  Cancer 
Society  programs  designed  to  increase  the 
public’s  knowledge  of  cancer  risk  factors, 
nutrition,  and  food  preparation  are  Eating 
Smart,  and  Taking  Control;  information  on 
these  programs  is  available  from  your  local 
American  Cancer  Society.  In  addition,  the 
Great  American  Food  Fight  against  Can- 
cer, on  April  19,  is  designed  to  popularize 
the  cancer  risk  reduction  potential  of  proper 
nutrition. 

As  our  knowledge  of  the  mechanisms 
of  DNA  damage  and  repair  increases, 
along  with  data  on  the  relationships  be- 
tween specific  nutrients  and  these  mecha- 
nisms, more  specific  cancer  prevention 
recommendations  will  be  possible.  These 
specific  recommendations,  coupled  with 
genetic-based  risk  assessment  techniques, 
should,  as  they  develop,  allow  further 
major  advances  in  cancer  control . M 
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American  Cancer  Society 
Dietary  Guidelines 

1 . Avoid  obesity. 

2.  Cut  down  on  total  fat  intake. 

3.  Include  a variety  of  vegetables  and  fruits  in  the  daily  diet. 

4.  Eat  more  high  fiber  foods,  such  as  whole  grain  cereals,  vegeta- 
bles, and  fruits. 

5.  Limit  consumption  of  alcoholic  beverages,  if  you  drink  at  all. 

6.  Limit  consumption  of  salt-cured,  smoked,  and  nitrite-cured 
foods. 
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Cáncer,  enfermedad  que  puede  evitarse, 
controlarse  y curarse 

Verdades  sobre  el  Tratamiento  del  Cáncer 


La  meta  en  el  tratamiento  del  cáncer  es  su  curación.  Si 
no  es  posible  la  cura  completa,  y a menudo  no  lo  es,  el  tra- 
tamiento va  dirigido  a controlar  la  enfermedad  y darle  al 
paciente  una  vida  tan  larga  y normal  como  sea  posible. 

Más  de  700,000  personas  al  año,  en  los  Estados 
Unidos,  desarrollan  alguna  forma  de  cáncer. 

El  cáncer  no  es  una  sola  enfermedad  con  un  solo  trata- 
miento. De  hecho,  existen  más  de  100  formas  de  esta 
enfermedad,  y se  están  usando  contra  ella  una  variedad 
de  métodos  de  tratamiento.  Hoy,  los  especialistas  están 
tratando  con  éxito  muchos  cánceres,  y están  demos- 
trando que  algunos  de  ellos  que  una  vez  se  consideraron 
sin  esperanza  de  curación  ahora  pueden  ser  curados. 

La  cirugia,  radiación  y quimioterapia,  solas  o en  com- 
binación, son  las  principales  formas  de  tratar  el  cáncer. 
Los  expertos  en  cada  campo  — bien  sea  radiología, 
quimioterapia,  cirugía,  ginecología,  urología,  rehabilita- 
ción u otros — planean  un  curso  de  terapia  para  el 
paciente  individual.  El  médico  del  paciente  también 
revisa  el  curso  esperado  de  ese  cáncer  en  particular.  Los 
cánceres  de  diferentes  lugares  del  cuerpo  se  desarrollan  y 
propagan  en  formas  distintas  y requieren  diferentes 
métodos  de  luchar  contra  ellos,  dependiendo  de  la  etapa 
(tamaño)  del  tumor,  grado  de  malignidad  (algunos 
tumores  crecen  mucho  más  rápido  que  otros),  edad  y 
salud  general  del  paciente. 

Cómo  se  Desarrolla  el  Cáncer 
en  el  Cuerpo 

El  cáncer  empieza  como  una  célula  maligna  que  se 
divide  produciendo  otras  células  malignas,  todas  las 
cuales  se  reproducen  sin  control.  Las  células  cancerosas 
forman  un  tumor,  y — debido  a que  la  reproducción 
continúa — más  tarde  o más  temprano  las  células  de  un 
tumor  maligno  invaden  el  tejido  circundante.  Con  el 
tiempo,  algunas  de  estas  células  cancerosas  se  separan  y 
se  mueven,  a través  del  sistema  linfático  o el  sanguíneo,  a 
partes  distantes  del  cuerpo.  Las  células  que  se  propagan 
— o médicamente  hablando  que  hacen  metástasis — 
continúan  creciendo  y multiplicándose  en  otras  partes  del 
cuerpo  y,  a menos  que  sean  destruidas,  finalmente  causa- 
rían la  muerte. 

Las  oportunidades  de  éxito  mejoran  grandemente  si 
el  tratamiento  comienza  cuando  las  células  cancerosas 
son  pocas  y antes  de  que  hayan  tenido  tiempo  de  propa- 
garse. 

Bien  que  el  tratamiento  sea  cirugía,  radiación,  quimio- 
terapia o una  combinación  de  las  tres,  no  puede  haber 
duda  de  que  el  cáncer  es  un  enemigo  difícil.  El  trata- 
miento del  cáncer  en  una  etapa  temprana  difiere  del  que 
se  usa  en  etapas  avanzadas.  A menudo,  el  tratamiento 


La  Sociedad  Americana  del  Cáncer  enfatiza  la  erradicación  de!  cáncer 
mediante  programas  de  educación,  investigación  y rehabilitación. 


puede  ser  una  experiencia  dura  y debilitante.  Algunas 
veces  el  paciente  se  deprimirá,  perderá  esperanzas  y 
dudará  si  vale  la  pena  continuar  la  terapia.  Esta  reacción 
es  comprensible  y tales  pacientes  necesitan  respaldo  extra 
y reafirmación  de  confianza  por  parte  de  la  familia  y del 
grupo  médico.  Reunirse  y hablar  con  personas  que  han 
sido  sometidas  al  tratamiento  y se  han  curado,  con  fre- 
cuencia les  da  a estos  pacientes  nuevas  esperanzas  y la 
fortaleza  para  perseverar. 


Buena  Nutrición... 

¡Puerta  a la  buena  salud! 

¡De  ésta  depende  una  buena  salud! 

La  Sociedad  Americana  del  Cáncer,  División  de 
Puerto  Rico,  se  une  a esta  consigna.  Nuestro  compromiso 
es  educar,  y se  ha  establecido  evidencia  científica  que 
relaciona  a la  mayoría  de  los  cánceres  con  el  estilo  de  vida 
y el  medio  ambiente  en  que  vivimos. 

¡De  aquí  nuestro  interés! 

Si  logramos  modificar  nuestro  estilo  de  vida  y coope- 
ramos para  mejorar  nuestro  medio  ambiente. ..estaremos 
contribuyendo  a la  lucha  contra  el  cáncer! 

Existen  cinco  factores  de  protección  para  alargar 
nuestra  vida  y cinco  factores  de  riesgo  que  debemos 
eliminar: 

Factores  de  Protección: 

1.  Comer  más  vegetales  de  la  familia  de  los  coles  o 
repollos 

2.  Comer  más  alimentos  de  alto  contenido  en  fibra 

3.  Seleccionar  alimentos  con  vitamina  A 

4.  Seleccionar  alimentos  con  vitamina  C 

5.  Adquirir  control  del  peso 

Factores  de  Riesgo 

1.  Alto  consumo  de  grasa  en  la  dieta 

2.  El  consumo  de  alimentos  preservados  o curados  en 
sal,  ahumados  y preservados  o curados  en  nitrito 

3.  Fumar  cigarrillos 

4.  Alto  consumo  de  bebidas  alcohólicas 

5.  Sobreexposición  a los  rayos  del  sol 

Hacemos  hincapié  en  la  toxicidad  del  cigarrillo,  causa 
principal  del  cáncer  del  pulmón,  y en  un  30  por  ciento, 
causa  de  todos  los  cánceres  incluyendo  boca,  garganta, 
esófago  y vejiga. 

Cambiar  nuestro  estilo  de  vida  a uno  más  sano  que 
elimine  los  factores  de  riesgo  no  cuesta  nada,  prolonga  la 
vida  y la  calidad  de  la  misma.  Nuestra  oportunidad  está 
en  nuestras  manos. ..es  el  momento  de  empezar  a 
movernos  hacia  una  mejor  nutrición  y,  por  ende,  hacia 
una  mejor  salud! 


272 


Bol.  Asoc.  Med.  P.  Rico  - Junio  1991 


VoL  83  Num  6 


¿Cuáles  son  los  Factores  de 
Protección  contra  el  Cáncer? 


IComa  más  vegetales  de  la  familia  de  las  coles  o 
repollos.  Existen  estudios  importantes  en  los  que 
estos  vegetales  (conocidos  también  como  cruciferos) 
aparecen  protegiéndolo  a usted  contra  el  cáncer 
colorectal,  del  estómago  y de  las  vías  respiratorias.  Estos 
vegetales  incluyen  el  bróculi,  la  coliflor,  las  colecillas  o 
repollitos  de  Bruselas,  todas  las  coles  o repollos  y los 
bretones  (“kale”). 

2 Coma  más  alimentos  de  alto  contenido  en  fibra.  Una 
dieta  alta  en  fibra  puede  protegerlo  contra  el  cáncer 
colorectal.  La  fibra  se  encuentra  en  los  granos  enteros, 
frutas  y vegetales  incluyendo  melocotones  o duraznos, 
fresas,  papas  o patatas,  espinacas,  tomates  o jitomates, 
cereales  de  trigo  y de  salvado  o afrecho,  arroz,  rosetas  o 
rositas  de  maíz  (“popcorn”)  y pan  de  trigo  entero. 

3 Seleccione  alimentos  con  Vitamina  A.  Estos  pueden 
ayudar  a protegerlo  contra  el  cáncer  del  esófago,  la 
laringe  y los  pulmones.  Los  alimentos  frescos  con  beta- 
carotina  como  la  zanahoria,  melocotón  o durazno,  alba- 
ricoque  o chabacano,  calabaza  tipo  “squash”  o zapallo 
amarillo  y el  bróculi  son  la  mejor  fuente  de  Vitamina  A; 
no  las  pastillas  o píldoras  de  vitaminas. 

4 Haga  lo  mismo  con  la  Vitamina  C.  Esta  vitamina 
puede  ayudar  a protegerlo  contra  el  cáncer  del  esó- 
fago y del  estómago.  La  encontrará  en  forma  natural  en 
muchas  frutas  y vegetales  frescos  como  la  toronja  o 
pofnelo,  el  melón  cantaloupe,  la  naranja  o china,  la  fresa, 
el  pimiento  o ají  rojo  y verde,  el  bróculi  y el  tomate  o 
jitomate. 

3 Adquiera  control  de  su  peso.  La  obesidad  está  vincu- 
lada con  los  cánceres  del  útero,  vesícula  biliar,  senos 
y colon.  El  hacerejercicios  físicos  y consumir  menos  calo- 
rías lo  ayudarán  a evitar  el  aumentar  mucho  de  peso. 
Caminar  es  un  ejercicio  ideal  para  la  mayoría  de  las  per- 
sonas y lo  prepara  a usted  para  practicar  otros  deportes. 
Consulte  con  su  médico  antes  de  comenzar  actividades 
físicas  extenuantes  o una  dieta  especial. 


7  Reduzca  el  consumo  de  alimentos  preservados  o 
curados  en  sal,  ahumados  y preservados  o curados  en 
nitrito.  Los  cánceres  del  esófago  y el  estómago  son 
comunes  en  países  donde  estos  alimentos  se  consumen  en 
grandes  cantidades.  Si  le  gustan  mucho,  coma  sólo  en 
ocasiones:  tocineta,  jamón,  perros  calientes  o salchichas 
tipo  “hot  dogs”  y pescado  preservado  o curado  en  sal. 

8  Deje  de  fumar  cigarrillos.  Fumar  es  el  mayor  factor 
de  riesgo  para  contraer  cáncer.  Es  la  causa  principal 
de  cáncer  del  pulmón  y del  30%  de  todos  los  cánceres. 
Fumar  en  el  hogar  trae  como  consecuencia  más  padeci- 
mientos de  alergia  para  los  muchachos.  Las  mujeres 
embarazadas  que  fuman  están  perjudicando  a sus  bebés. 
El  mascar  tabaco  también  es  perjudicial  y representa  un 
riesgo  de  contraer  cáncer  de  la  boca  y la  garganta. 
Seleccione  hoy  mismo  su  día  para  dejar  de  fumar,  y 
llámenos  si  necesita  ayuda. 

9  No  tome  mucho  al  consumir  bebidas  alcohólicas.  Si 
bebe  mucho  está  aumentando  su  riesgo  de  contraer 
cáncer  del  hígado.  El  fumar  y tomar  bebidas  alcohólicas 
aumenta  notablemente  el  riesgo  de  contraer  cáncer  de  la 
boca,  garganta,  laringe  y el  esófago.  Si  toma  bebidas 
alcohólicas,  consúmalas  con  moderación. 

Téngale  respeto  a los  rayos  del  sol.  El  tomar 
demasiado  sol  causa  cáncer  de  la  piel  y produce 
otros  daños  a ésta.  Protéjase  con  productos  que  tengan 
filtros  de  rayos  solares  — por  lo  menos  el  #15;  use  ropa  de 
mangas  largas  y un  sombrero,  especialmente  durante  las 
horas  del  mediodía — de  1 1 de  la  mañana  a 3 de  la  tarde. 
No  use  lámparas  de  sol  para  interiores  ni  píldoras  para 
broncearse.  No  visite  salones  para  broncearse.  Si  observa 
cambios  en  un  lunar  o tiene  una  llaga  que  no  sana,  vea  a 
su  médico. 


¿Cuáles  son  los  Factores  de  Riesgo? 


6 Reduzca  la  grasa  de  su  dieta.  Una  dieta  de  alto  con- 
tenido en  grasa  aumenta  su  riesgo  de  contraer  cáncer 
del  seno,  colon  y la  próstata.  Las  calorías  repletas  de 
grasa  le  representan  a usted  un  aumento  de  peso,  espe- 
cialmente si  no  hace  ejercicios.  Corte,  en  general,  el 

consumo  de  grasa  comiendo  carnes  magras  (con  poca  o 

ninguna  grasa),  pescado,  aves  sin  piel  o pellejo  y pro- 
ductos lácteos  de  bajo  contenido  en  grasa.  Evite  la  repos-  Reproducido  con  autorización  de  la  Asociación  Americana  de! 
tería  o pastelería  y los  dulces  o caramelos.  Cáncer— División  Puertorriqueña. 
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Coma^ieti 


LISTA  DE  COMPRAS  DE  LA 
SOCIEDAD  AMERICANA  DEL  CANCER 


Vitamina  A 

□ mango 

□ 

acelga 

□ papaya  madura 

□ 

verdolaga 

□ melón  canteloupe 

□ 

espinacas 

□ batata  mameya 

□ 

brécol 

□ calabaza 

□ 

zanahorias 

Vitamina  C 

□ chinas 

□ 

toronjas 

□ acerolas 

□ 

mangó 

□ fresas 

□ 

guayabas 

□ piña 

□ 

brécol 

□ repollo 

□ 

pimientos  rojos 

□ tomates 

y verdes 

Bajos  en  Grasa 

□ quesos  elaborados  con  leche  descremada 

□ pollo  y pavo  (carne  blanca  y sin  piel),  asados 
o al  vapor,  evite  freir  o empanar. 

□ carnes  magras  echas  al  vapor/guisadas/horno 

□ leche  (preferiblemente  descremada) 

□ yogurt  (sin  grasa)  □ pescado 

□ carne  molida  (90%-100%) 

Ricos  en  Fibra 

□ Granos  secos  □ Pastas  (fideos) 

□ Cereales  de  grano  entero,  panes  (revise  la  etiqueta 
para  contenido  de  aceite,  otras  grasas  y azúcar). 

□ Frutas  (peras/ciruelas/blackberries/raspberries) 

□ Espinacas,  guisantes  verdes 

Cáncer  Colorectal 

• Historial  médico  de  pólipos 

• Historial  familiar  de  cáncer  colorectal 

• Inflamaciones  frecuentes  en  los  intestinos 

• Dietas  altas  en  grasa  y bajas  en  fibras 

Reducción  Riesgos 

• Remover  los  pólipos  por  indicación  de  su  médico 

• Seguir  los  consejos  sobre  nutrición  de  esta  hojuela 

Detección  Temprana 

• Examen  digital  del  recto 

• Examen  sangre  oculta 

• Sigmoidoscopia 

Señales  de  Aviso 

• Cambios  en  el  funcionamiento  habitual  de  los  intestinos. 

• Pérdida  anormal  de  sangre. 

Si  usted  tiene  alguna  señal  de  aviso,  visite  a su  médico. 


Importancia  del  Autoexamen  del 
Seno 


¿Por  qué  debemos  examinamos  los  senos? 

Las  mujeres  pueden  protegerse  a sí  mismas  del  cáncer 
mediante  el  Autoexamen  del  Seno.  En  la  mayoría  de  los 
casos  la  propia  mujer  descubre  algún  cambio  sospechoso 
en  sus  senos.  El  cáncer  de  los  senos  es  curable  si  se 
descubre  a tiempo. 

¿Cuál  es  el  mejor  momento  para  examinarnos  los  senos? 

Los  senos  deben  examinarse  todos  los  meses,  una 
semana  después  de  la  menstruación  cuando  los  senos  no 
están  inflamados  o sensibles. 

Después  de  la  menopausia  o si  ha  sufrido  una 
histerectomía,  puede  escoger  cualquier  día  del  mes  para 
su  Autoexamen. 

¿Qué  debemos  bacer  si  encontramos  un  endurecimiento 
(nódulo)  en  el  seno? 

Si  durante  el  Autoexamen  descubrimos  un  endureci- 
miento o secreción,  debemos  ver  a un  médico  lo  antes 
posible. 

No  debemos  tener  miedo  pues  en  la  mayoría  de  los 
casos  estos  cambios  no  significan  cáncer.  Solamente  el 
médico  puede  hacer  un  diagnóstico  correcto. 

Si  tiene  menos  de  40  años  de  edad,  la  Sociedad  Americana 
del  Cáncer  recomienda  que  usted; 

— Se  examine  los  senos  mensualmente 
— Haga  que  su  médico  le  examine  los  senos  por  lo 
menos  cada  3 años 

— Se  haga  un  mamograma,  entre  las  edades  de  35  y 39 
años,  que  sirva  de  base  de  comparación  para  el 
futuro. 

Si  tiene  entre  40  y 49  años  de  edad: 

— Se  examine  los  senos  mensualmente 
— Haga  que  su  médico  le  examine  los  senos  todos  los 
años 

— Se  haga  un  mamograma  por  períodos  de  1 a 2 años 

Si  tiene  50  años  de  edad  o más; 

— Se  examine  lo§  senos  todos  los  años 
— Se  haga  un  mamograma  todos  los  años 

Estas  recomendaciones  se  hacen  para  las  mujeres  que 
no  tienen  síntomas  en  los  senos. 
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